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The purpose of this research was to gain an understanding of the lived experiences of nurses in 
the emergency department (ED) caring for patients with mental health concerns. Plant and White 
(2013) asserted that exploring the experiences and needs of ED nurses could impact the delivery 
of quality nursing care for patients with mental health concerns. Twelve nurses in an urban ED in 
the province of Ontario agreed to participate in the semistructured interviews. van Manen’s 
(2016) hermeneutic phenomenological methodology and Graneheim and Lundman’s (2004) 
overview of qualitative concepts and research procedure guided the analysis and lead to the 
identification of three major themes: (a) the environment in the ED, (b) mental health patients in 
the ED, and (c) nurses in the ED in moral distress. As the participants shared their experiences of 
caring for patients with mental health concerns in the ED, the essence of their unsettling reality 
became known. The unpredictable environment of the ED, the acuity of mental health patients, 
the lack of resources, and the ethical dilemmas faced daily by nurses in the ED undermined their 
ability to care for mental health patients and contributed to their feelings of hopelessness and 
demoralization. The findings increase awareness and understanding of the importance of 
education in mental health and illness to ED nurses’ self-efficacy and competence in caring for 
patients with mental health concerns. The findings of this study on the lived experiences of 
nurses in the ED who care for patients with mental health concerns will be shared with a larger 
audience. It is hoped that further questions and research will evolve from this study and build on 
the valuable experiences of nurses in the ED to impact the delivery of quality nursing care for 
patients with mental health concerns.  




Saying thank you hardly seems enough as completion of my thesis project to obtain my 
master’s degree in psychiatric nursing (MPN) draws near. I thank God that I have made it this 
far. My prayers have been answered. Thank you, God. I remember being advised as a novice 
MPN student to pick a thesis topic that I was passionate about because it would sustain me as I 
moved forward with my research. That was good advice. The experiences of nurses in the ED 
and their care of patients with mental health concerns is something that I care deeply about, and 
learning of the experiences of ED nurses was amazing. To the nurses in the ED who participated 
in the study, I offer my heartfelt thanks. This study would not have been possible without you! I 
dedicate this thesis project to the nurses in the ED and to the mental health patients in their care.  
To Dr. Jane Karpa, my thesis advisor, saying thank you hardly seems enough. Dr. Karpa, 
you supported me, advised me, and cared for me, getting to this moment would not have been 
possible without you. To the members of my thesis committee, Dr. Diana Clarke and Sandi 
Homeniuk, I offer you my thanks. Dr. Clarke, your research has inspired me. Thank you for your 
patience and guidance as I moved forward toward completion of my thesis project. Sandi 
Homeniuk, my mentor and friend, your experience and knowledge were invaluable as I moved 
forward with my thesis project. Thank you for your support.  
Most importantly, I would like to thank my husband, Doug, who has been so patient 
throughout this process. Doug, thank you for being with me from the start and for cheerleading 
and pushing me when I needed it. I could not have completed my thesis project without you. 
Doug, thank you from the bottom of my heart!
1 
 
CHAPTER ONE: INTRODUCTION 
The emergency department (ED) plays an essential role in the continuum of care related 
to mental health and illness because it serves as the location where many mental health problems 
are identified and the initiation of crisis intervention begins (Tyerman, 2014). The number of 
patients who present to psychiatric EDs across Canada has risen, along with the intricacy of care 
that these patients require (Dawe, 2004). The ED, which has become the point of entry for 
individuals experiencing crises in their mental health, has been one of the reasons for the 
increased pressure on ED services (Kirby & Keon, 2006). 
 According to Health Canada (2002), 20% of Canadians will experience mental illness 
issues in their lifetimes, and it has been projected that the other 80% of the population will know 
someone impacted by mental illness. The incidence of individuals with comorbid mental health 
and addiction problems has been approximated at 20% of individuals affected by a mental health 
disorder (Rush et al., 2008). One in 10 Canadians over the age of 16 years has been identified as 
having dependence on alcohol or illicit drugs (Statistics Canada, 2003). In Ontario, one in five 
children under the age of 18 years suffers from issues associated with mental health disorders 
(Boydell et al., 2004).  
In Ontario, alcohol abuse is the largest substance abuse issue, with cannabis placing 
second. The rates of cocaine and crack use in the province have been declining, but the use of 
prescription drugs has been increasing steadily. The result has been a higher hospital intake of 
individuals addicted to prescription drugs rather than either crack or cocaine (Rotondi & Rush, 
2012). Accessing services for mental health and addiction problems may be difficult in Canada 
because approximately 15% of the national population reside in areas outside of urban centres 
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(Statistics Canada, 2002). In addition, only 2% of psychiatrists work outside of urban areas 
(Canadian Psychological Association [CPA], 1999).  
Being underresourced with respect to physicians (Government of Canada Depository 
Services Program, 2002) means that residents in rural areas of Canada often experience longer 
wait times to see physicians. Providers deliver services in isolation from other health 
professionals, and patients often have to travel long distances for referrals (Commission on the 
Future of Health Care in Canada, 2002). This trend has been apparent in the province of Ontario, 
where northern regions have experienced limited ability to attract and retain health professionals.  
Kirby and Keon (2006) observed in their study that under the fee-for-service model of physician 
remuneration, physicians in the community were discouraged from spending the time required to 
help patients dealing with mental health issues because the physicians were paid by the number 
of patients whom they saw.  
Sir William Osler underscored this fact: 
When doctors speak of matters of principle, they invariably mean money. There is a 
practical problem in mental health, that is, that people are paid by the number of patients 
they see. As long as that is the case, you will not see much mental health care in primary 
care. (as cited in Kirby & Keon, 2006, p. 129) 
 
This lack of physician services has been compounded by the lack of availability of 
community-based mental health care (Moskop et al., 2009). The Schizophrenia Society of 
Ontario (2008) reported that not enough psychiatric beds were available in the system to 
accommodate all persons who required admission to a mental health unit and that 57% of 
hospitals in Ontario had to hold persons in their EDs until inpatient beds became available. 
 Patt (2011) identified suicide as a tragic reality in many rural and remote communities in 
northwestern Ontario (NWO). The rate of suicide in NWO recorded in 2005 by Statistics Canada 
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for male individuals was double the rate of the rest of the province, and the rate for female 
individuals was 4 times the provincial average (as cited in Patt, 2011). According to Minore and 
Katt (2007), “Aboriginal citizens bear a heavier burden of ill health than do most Canadians, and 
at the same time, their communities have access to fewer physical, financial and human 
resources” (p. 5). 
 Urbanoski et al. (2008) observed that the needs of individuals with comorbid mental 
health and substance use disorders may go unaddressed for several reasons: general distress and 
problem severity, lack of knowledge of where to go for assistance, stigmatization, low 
motivation, and dissatisfaction with previous experiences. Urbanoski et al. asserted, “Persons 
with co-occurring disorders still had approximately three times the odds of reporting unmet need 
relative to those with either type of the disorder alone” (p. 287). Urbanoski et al. recommended 
further research on the consumers’ perspectives of unmet needs to understand the needs in their 
entirety.  
According to hospital and Ontario Health Insurance Plan (OHIP) records (as cited in 
Ontario’s Mental Health & Addictions Leadership Advisory Council, 2015), 
30% of emergency room visits for mental illness and addictions by people aged 16 years 
and older were by individuals, who have never been seen for such issues, suggesting, the 
possibility of systemic failure as people’s needs should be identified and dealt with well 
before they reach a crisis that brings them to hospital. (p. 18)  
 
However, confirming system failure is difficult because hospital and OHIP data do not 
include information about services in the 300+ community-based mental health and addictions 
agencies in Ontario or in many primary care settings, such as community health centres 
(Ontario’s Mental Health & Addictions Leadership Advisory Council, 2015). 
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Nurses working in the ED have reported feeling powerless and inadequate in their skills 
and knowledge regarding the care of patients with mental health concerns (Plant & White, 2013). 
Nurses also have reported lacking psychiatric knowledge related to assessment skills, theory, and 
least-restraint interventions, all of which have impacted their ability to provide care to patients 
with mental health concerns (Tyerman, 2014). 
Previous researchers on the nursing care of psychiatric patients in the ED focused on 
triage assessments (e.g., Broadbent et al., 2010; Tyerman, 2014) and matters with high-risk 
patients, not on nurses’ experiences of caring for patients with mental health concerns (e.g., 
Allen & Tynan, 2000; Arnetz & Arnetz, 2001; Carlsson et al., 2004; Cowin et al., 2003; Nicholls 
et al., 2009). Few researchers have focused on the nursing care of psychiatric patients in the ED, 
and even less attention has been given to the perspectives of the nurses who work in the ED. The 
purpose of this qualitative study was to gain an understanding of the lived experiences of nurses 
in the ED who care for patients with mental health concerns.  
The phenomenological design of van Manen (2016) as well as Graneheim and 
Lundman’s (2004) overview of qualitative concepts and research procedure were used to explore 
this topic and answer the research question: What are the lived experiences of nurses in the 
emergency department caring for patients with mental health concerns? To be able to describe 
individuals’ lived experiences of events implies that only those who have experienced the 
phenomena can communicate about them to the outside world (Mapp, 2008). ED nurses who 
care for patients with mental health concerns on a daily basis can provide firsthand accounts and 
impressions of their experience that are unique and important to record and understand. ED 
nurses are tasked with providing care in a challenging environment where time constraints may 
prohibit their ability to describe their moment-to-moment experiences caring for patients with 
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mental health concerns. According to van Manen (2014), the purpose of phenomenology as a 
research method is to describe the prereflectivity of the now or that moment-to-moment 
experience to facilitate understanding the experience from the perspectives of those who have 
lived it. Watson’s (2005) theory of caring, conceptualized as a grand theory based on the 
interactive process, and Watson’s (2002) intentionality and caring-healing consciousness were 
the philosophical perspectives and basic assumptions of care underpinning this study.  
Plant and White (2013) asserted that exploring the experiences and needs of ED nurses 
could impact the delivery of quality nursing care for patients with mental health concerns. 
Results of the current study have the potential to increase understanding of the lived experiences 
of nurses in the ED who care for patients with mental health concerns and may be used to 
identify appropriate organizational and human resources to enhance the provision of effective 
mental health care in the ED.  
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CHAPTER TWO: LITERATURE REVIEW 
A review of pertinent literature was necessary to clarify current knowledge about the 
research topic. The search for relevant literature was conducted using PsycINFO and CINAHL 
databases, along with the Google search engine, to find journal articles, gray literature, book 
chapters, and reports appropriate for inclusion. The review was limited to literature written in 
English and published between 1975 and 2018. Key search terms included emergency 
department, mental health, mental illness, psychiatric emergency services, nursing, psychiatric 
nursing, and stigma. The literature review begins with the demographics of mental illness and 
ED use and is followed by historical changes in mental health services; stigma and the use of 
mental health services; and ED services for individuals with mental illness, including barriers to 
care, current resources, and strategies for management. The literature review concludes with a 
discussion of the implications for research. 
Demographics of Mental Illness and ED Use 
The Canadian Institute for Health Information (CIHI, 2006) reported that one in seven 
hospitalizations in Canada involved patients diagnosed with mental illness and that mental illness 
was associated with one third of the total number of days that patients spent in Canadian 
hospitals. CIHI (2005, 2006) also recorded that the hospitalization of individuals occurred 
between 25 and 54 years of age and the average length of stay related to mental illness in 
Canadian hospitals from 2003 to 2004 was 16.9 days. 
Canadian statistics pertinent to mental health presentations to the ED have been estimated 
as accounting for approximately 10 to 15% of all visits (Clarke et al., 2005; Owens et al., 2010). 
Durbin et al. (2007) reported that the repeated use of ED services by individuals with mental 
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illness was disconcerting because 15% to 20% of these individuals returned to the ED for mental 
health services within 30 days of initial assessment or admission. 
Every year, about 2 million Ontarians visit their primary physicians for issues relevant to 
mental illness or addiction (Brien et al., 2015). Mental health conditions such as anxiety, 
depression, schizophrenia, and substance use disorder are among the primary causes of disability 
in Canada (Smetanin et al., 2011) and can decrease life expectancy by 10 to 20 years (Chesney et 
al., 2014). Approximately 230,000 Ontarians had significant thoughts about suicide in the 
previous year (Ialomiteanu et al., 2014).  
Patt (2011) noted that mental health and addictions are connected because many 
individuals who suffer from one also have reported being affected by the other throughout life. 
Each year, 20% of Canadians experience a mental illness or an addiction (Smetanin et al., 2011). 
One in six Ontario students in Grades 7 to 12 has reported engaging in dangerous or harmful 
drinking, and one in six high school students has met the standard for problem drug use (Boak et 
al., 2013). The poor quality of life and premature death rates in Ontario of persons with 
addictions and mental illness are 1.5 times higher than for all cancers combined (Ratnasingham 
et al., 2012). 
Patt (2011) noted that the challenge to promote the health and well-being of rural and 
remote populations in Ontario is related to the high costs associated with maintaining small 
hospitals and the impact of declining populations. A snapshot of mental health and addictions 
issues in the Thunder Bay District highlights the reality of providing care for individuals with 
mental health and addiction issues in NWO compared to the rest of Ontario.  
Thunder Bay District is a census division in NWO in Ontario. The district seat is Thunder 
Bay. In 2016, the population of Thunder Bay District was 146,048, the land area was 
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103,722,820 square kilometres, and the population density was 1.4 persons per square kilometre 
(Statistics Canada, 2017).  
In 2018, Sawula et al. reported, “Over the last five years data from 2012-2016, the 
Thunder Bay District Heath Unit recorded that the crude rate of emergency department visits for 
opioid overdose remained almost double that of the Ontario rate” (p. 22).  
Sawula et al. (2018) also indicated: 
The rate of opioid overdose had been increasing over time, and indicated that over the 
past 12 years, the crude rate of ED visits for opioid overdoses had increased from 32.9 
per 100,000 people in 2005 to 53.4 per 100,000 people in 2016. (p. 6) 
 Over the past 12 years, 220 deaths had been attributed to opioid overdose in the 
Thunder Bay District and the Thunder Bay District had higher crude rates of deaths from 
opioid overdose than Ontario. (p. 33)  
 
Internationally, psychiatric visits to the ED in the United States, for example, increased 
from 5.4% of all visits in 2000 to 12.5% of all visits in 2007 (Chang et al., 2011). In Australia, 
Morphet et al. (2012) examined the ED journey for people with mental health concerns at one 
hospital and reported a 25% increase in presentations to the ED over the previous 2 years. The 
number of individuals who required acute psychiatric intervention and mental health services has 
increased (Kalucy et al., 2005), and although people experiencing mental illness have individual 
needs that are different from needs related to physical illness, the foremost model of care of EDs 
in Australia remained focused on physical injury and illness (Weiland et al., 2011). 
Historical Changes in Mental Health Services 
Since the 1950s, mental health care has evolved, including deinstitutionalization in high-
income countries. The provision of care has shifted from large asylums to smaller psychiatric 
hospitals, general hospitals, and community-based services (Goering et al., 2000; Hadley, 1996). 
Researchers (Bruffaerts et al., 2005; Gerson et al., 2009) have asserted that creation of a 
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decentralized health care system has reduced access to mental health services related to wait 
times for appointments and follow-up care. These same researchers noted that the delivery of 
services also has been affected negatively by bed closures and pressure to reduce the length of 
stay in hospital; as a result, individuals with mental illness now receive the majority of their care 
in the community. 
The impact of realigning mental health services with the mainstream health care system 
has been recorded by researchers in Australia, who observed challenges in terms of client access 
to flexible, constructive, and prompt health care (Stuhlmiller et al., 2004). Summers and Happell 
(2003) found that general hospital nurses were increasing their contact with individuals who 
were experiencing mental health problems because of the deinstitutionalization of mental health 
services and the relocation of these services into the community setting. 
Hartford et al. (2003) examined 4 decades of mental health reform in Ontario (i.e., from 
1959 to 2000), including the impact of deinstitutionalization and decreased transfer payments, 
and the negative impact of multiple ministries of health on ways that the money was spent. They 
questioned whether stigma played a role, suggesting that people with mental illness “had no 
poster children” (p. 71) and lacked a recognizable advocate for mental health and mental illness. 
Hartford et al. questioned whether the lack of an advocate was the reason for the slow progress in 
implementing mental health care reforms.  
Thanks to the growing importance and impact of social media technology, many changes 
have occurred since 2003 with respect to advocacy for mental health awareness. In Canada, the 
Let’s Talk Campaign, led by telecommunications company Bell Canada, has become a yearly 
event since February 2011. The campaign draws significant social media interest to raising the 
awareness of mental health. The campaign is hosted by Clara Hughes, a well-known Canadian 
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Olympic athlete who has openly shared her experience of depression to break the silence around 
mental illness and to support mental health awareness in Canada. Members of the public are 
invited to interact via social media on a predetermined day each year. Recent evaluation of the 
Let’s Talk Campaign by Harris/Decima has suggested that between 2011 and 2015, the 
campaign has been successful in decreasing stigma and increasing personal awareness (Gratzer, 
2018).  
There are many initiatives at the national and community level to raise awareness of 
mental health and addiction concerns in Canada. The most recognizable is the national campaign 
of the Canadian Mental Health Association (CMHA) featuring Mental Health Awareness Week 
in May and Mental Illness Awareness Week in October. This campaign was created to encourage 
individuals from every walk of life to participate and share their experiences of hope and 
recovery from mental illness (CMHA, 2018). 
The needs of individuals with mental illness are complex, and researchers have asserted 
that because the system is incapable of sustaining the adequate mental health of persons in the 
community, this reality is contributing to an increase in psychiatric relapses (Bruffaerts et al., 
2005; Gerson et al., 2009); an increase in readmission rates; and a rise in use of ED services (Lin 
& Lee, 2008; O’Brien et al., 2009). Although much has been achieved to raise awareness of 
mental illness, the issues related to stigma and the use of mental health services continue and are 
discussed further into the literature review.  
In 2010, the Ontario Ministry of Health and Long-Term Care (MOHLTC) reported on an 
overabundance of individuals in Ontario who were coping with mental illness and required 
hospital ED care because of their inability to access the community supports that they required. 
EDs are open and accessible 24 hours of the day, so they often become the only entry point into 
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the health care system for patients with mental health concerns, their caregivers, and community 
organizations (Clarke et al., 2014). 
Individuals often present to the ED for many reasons: difficulty coping with life, 
insomnia, suicidal thoughts, self-harm, and symptoms of psychosis (Bullard et al., 2008). 
According to Morphet et al. (2012), people present to the ED with issues related to their mental 
illness, substance abuse, and physical comorbidities. Dawe (2004) found that the number of 
people who presented to the ED with complex psychiatric issues had increased and had 
underscored the continued importance of the psychiatric emergency service (PES).  
The Schizophrenia Society of Ontario (2008) concluded that community-based mental 
health services, or alternative crisis services, were insufficient and that many crisis response 
services did not operate 24 hours a day. The Society recommended a full continuum of care to 
meet the broad range of needs of individuals with mental illness to ensure that appropriate 
services were being used for the right needs and at the right times. The Society stated that until 
then, EDs would remain an overburdened core service. 
Stigma and the Use of Mental Health Services 
Individuals with mental illness who present in the ED seeking medical or psychiatric care 
routinely experience stigma (Ross & Goldner, 2009). Stigma and discrimination toward 
individuals with mental illness remain significant problems within the nursing profession and 
highlight the considerable room for improvement in the provision of empathetic and competent 
nursing care of individuals with mental illness (Ross & Goldner, 2009). Clarke et al. (2014) 
asserted that consumers have viewed their experiences in the ED as primarily negative and have 
felt punished for self-harming and suicidal behaviours, as well as embarrassed and disrespected 
because of the lack of privacy and confidentiality.  
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Clarke et al. (2014) acknowledged that caring for individuals with mental health issues 
continues to be viewed as a challenge for ED staff. Researchers have identified staff fear and 
anger arising from the occurrence of aggressive or bizarre behaviour (Kerrison & Chapman, 
2007; Pich et al., 2011), combined with the tension created by the revolving door nature of many 
presentations and the limited feedback and follow-up information about mental health patients, 
all of which have contributed to a sense of hopelessness and a “why bother” attitude (Anderson 
et al., 2003; Hadfield et al., 2009; McElroy & Sheppard, 1999). Tyerman (2014) described the 
negative attitudes and perceptions of ED staff toward mental health patients and asserted that in 
these situations, patient care and safety may be compromised because of the nurses’ anxiety, 
fear, stigma, and avoidance. 
The Mental Health Commission of Canada (MHCC, 2009) noted that the term “stigma” 
refers to the ways in which people are labelled and that individuals living with mental illness 
experience stigma and discrimination at home, at school, and in the workplace. The MHCC 
described the stigma as hurtful and suggested that experiencing stigma may be worse than 
experiencing the disease itself. In 2017, the MHCC reported that approximately 7 million people, 
or 20% of Canada’s population, lived with mental illness and that more than 60% of people with 
mental illness did not reach out for the help that they needed, claiming that they found it easier to 
live with the illness than the stigma and discrimination associated with it.  
Langille (2014) defined stigma as “a complex social process where prejudicial attitudes 
and discriminating behaviours contributed to the false notion that people with mental illness are 
violent, unpredictable and can never recover” (p. 3). Misconceptions about mental illness and the 
corresponding stigmatizing attitudes have been evident in film and print media, where people 
with mental illness have been depicted either as homicidal maniacs who need to be feared or as 
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people who are childlike in their perceptions of the world and are portrayed as possessing weak 
characters and being responsible for their mental illness (Gabbard & Gabbard, 1992; Wahl, 
1995). These findings were supported by Brockington et al. (1993) as well as Taylor and Dear 
(1980), who surveyed 2,000 English and American citizens who also believed that persons with 
severe mental illness should be feared, are irresponsible and childlike, and are unable to make 
decisions. Rueve and Welton (2008) reported that although the symptoms of mental illness are 
thought to be closely linked to potential violence, most individuals with stable mental illness do 
not present an increased risk of violence.  
The MHCC (2013) identified three types of stigma: self-stigma, public stigma, and 
structural stigma. Self-stigma occurs when people with mental illness agree to and accept 
negative cultural stereotypes. These individuals try to hide their mental illness because they feel 
ashamed and blame themselves for their mental illnesses. They avoid situations that cause self-
stigmatizing responses.  
Public stigma includes the discriminatory behaviours and prejudicial attitudes expressed 
toward people with mental illness by the public. Public stigma is based on ingrained prejudices 
that have been difficult to change. Cultural misconceptions that fuel public stigma include the 
idea that people with mental illness can never recover. Structural stigma occurs at the 
institutional level, where enacted policies and laws result in unfair treatment of individuals with 
mental illness, such as when these individuals are denied basic human rights or when policy 
agendas do not give mental health issues appropriate consideration. 
Stigma affects self-image when individuals begin to believe the negative views held by 
others. Corrigan and Watson (2002) asserted that stigmatized individuals often accept and apply 
these unfavourable stereotypes to themselves, with the result being low self-esteem. Several 
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researchers have concluded that self-stigma encompasses low self-esteem and a negative attitude 
toward mental illness (Link et al., 1997). Self-stigma also can be associated with negative 
outcomes such as a reduced quality of life (Ritsher & Phelan, 2004; Rusch et al., 2005, 2006). 
Diagnostic overshadowing, or the inclination to triage mental health based on history 
rather than appearance, was evident in studies by Clarke et al. (2007) as well as Wand and 
Happell (2001). The participants, all of whom had mental health concerns, reported that their 
physical complaints were misattributed to their mental illness and were not taken as seriously as 
complaints by individuals without any histories of mental illness. 
The focus of nursing researchers has been on the prevalence of stigma toward individuals 
with mental illness in the general medical setting. Nurses often hold negative attitudes of blame, 
fear, and hostility toward patients with mental illness, and their knowledge and skill deficits in 
mental health, education, and training contribute to their negative attitudes (Ross & Goldner, 
2009). These negative attitudes affect their ability to deliver competent and empathic care to this 
patient population (Ross & Goldner, 2009). Allport (1954) asserted that “greater familiarity with 
people who have been or are mentally ill leads to more positive attitudes towards them” (as cited 
in Rogers & Kashima, 1998, p. 196).  
Ross and Goldner (2009) hypothesized: 
Nurses would likely develop beyond early stereotypical attitudes, given their ongoing 
working contact with people with mental illness but this appeared not to be the case as 
the relationship between early socially learned stereotypes and practicing nurses’ 
subsequent beliefs about mental illness was far more complex than Allport’s theory 
described. (p. 3) 
 
As educated professionals, ED staff should have a keen awareness and understanding of 
mental health and mental illness. However, they are influenced by society’s robust thoughts and 
feelings about these issues (Clarke et al., 2014; Croskerry, 2000; Ross & Goldner, 2009). Clarke 
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et al. (2014) highlighted “the need to understand ways that the attitudes of ED health 
professionals affected their clinical decision making in order to inform education and 
interventions as well as improve clinical practice in the ED” (p. 274). 
Conducting research on the effects of stigma and the care of individuals with mental 
health concerns in the ED is important to improving care. Summers and Happell (2003) 
commented that individuals who presented to the ED recalled that “medical people do not see me 
as a whole person and ED nursing staff made inappropriate comments and ED doctors and 
nurses laughed at handover” (p. 355). Clarke et al. (2007) stated that “the central theme must 
always be safe, respectful and holistic care that recognizes each client as a worthwhile individual 
with complex medical and mental health needs” (p. 131).  
ED Services for Individuals With Mental Illness 
Crowley (2000) stated that EDs are likely to continue to care for people with mental 
illness. Crowley posited that conflicts between the idealized approach to care in the ED for 
individuals with mental health concerns and the current reality are the result of the layout of the 
ED environment, the status of technology, staff values, and staff mental health knowledge. These 
factors continue to impact the culture within which mental health care is delivered (Crowley, 
2000).  
Gordon et al. (2010) reviewed qualitative literature published between 1990 and 2006 
that focused on the ED experiences of patients and the emotional impact of the emergencies, 
staff-patient interactions, wait times for families and patients in the ED, and the ED environment. 
Gordon et al. concluded that “the most significant issue was the care, or lack thereof, regarding 
patients’ psychosocial and emotional needs” (p. 82). They found that the psychosocial and 
emotional needs of patients with mental health concerns were inconsistent with the culture in the 
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ED, where the application of technical expertise, skills, and practical interventions are valued.  
Gordon et al., described, “good nursing care, as nurses having a caring approach, and providing 
explanations about what was occurring and putting patients at ease in a stressful setting” (p. 88). 
Environmental values identified as necessary in the provision of mental health care in the 
ED are quietness, calmness, privacy, safety, and time (Crowley, 2000); however, the 
environment in the ED often is the opposite. The ED environment tends to be open, busy, and 
noisy. EDs were designed for maximum observation of the greatest number of patients, which 
has been recognized as lacking in privacy and opportunity for quiet communication (Crowley, 
2000).  
 ED staff members in previous studies have expressed annoyance when the normally fast-
paced ED environment is impeded because of the time required to conduct prolonged 
assessments of patients who present with vague symptoms of psychiatric illness (Broadbent et 
al., 2010; Marynowski-Traczyk et al., 2013). ED nursing staff have stated that they valued caring 
for trauma cases related to the drama and excitement that these cases created, and nursing staff 
have asserted that being busy is important to keep patients moving through the system (Crowley, 
2000). Bryne (1992) noted that within the ED culture, talking is the first strategy to be dropped 
when the ED becomes busy. Crowley (2000) suggested that the communication skills so aptly 
demonstrated by ED staff when interacting with distressed relatives somehow are lost when staff 
members are faced with individuals with mental health needs.  
Zun (2012) identified the major pitfalls in the care of psychiatric patients in the ED: 
The volume of psychiatric patients, the lack of psychiatric treatment for admitted 
psychiatric patients in the ED, inappropriate or negative staff attitudes, an inappropriate 
or inadequate medical clearance process, a lack of proper assessment of the level of 
agitation, the misplaced reliance on suicide risk assessments, and the lack of staff 
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education to combat staff attitudes that impaired their ability to care for patients with 
mental health concerns. (p. 834) 
 
 Tyerman (2014) stated that the number of patients seeking treatment in the ED has 
increased over the past decade. Tyerman asserted that alternative ED models would facilitate 
mental health evaluations and treatment in the therapeutic environment. Three models of care 
were highlighted in the literature. The first model, the most common in the United States, 
recommends that psychiatrists and mental health professionals consult patients in a medical ED; 
this model is cost effective and easy to implement (Zeller, 2010). Zeller (2010) also identified 
several disadvantages: Mental health treatment is delayed pending psychiatric consultation, and 
the model lacks a therapeutic physical environment and nursing knowledge related to mental 
illness.  
Zeller (2010) indicated that the second model involves development of a dedicated 
mental health wing of a medical ED that ensures a quiet and calm environment within the ED. 
This mental health wing would be staffed by nurses and mental health professionals and would 
be conducive to focused psychiatric care (Zeller, 2010). Located within the medical ED, this 
mental health wing would give patients full access to medical and psychiatric services. 
Disadvantages of the model are that it has the potential to contribute to the marginalization and 
stigmatization of this patient population (Zeller, 2010). 
The third model of care highlighted by Zeller et al. (2013) features a stand-alone PES that 
would function in collaboration with adjacent medical EDs. The PES unit would provide 
psychiatric evaluation and treatment, along with extended opportunity for observation and 
stabilization with access to outpatient services (Zeller et al., 2013). The goal of the PES is the 
stabilization of acute symptoms and, when possible, decrease the need for inpatient 
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hospitalization. The main disadvantage of this model is the cost. The PES has been primarily 
recommended in locations where EDs see a large number of acute psychiatric patients (Zeller et 
al., 2013). Tyerman (2014) recommended that an evaluation of the organization and the current 
structure of EDs be initiated to see if improvements could be made to address and enhance care, 
provide safety, and ensure confidentiality. 
The literature has recognized the role of advanced practice nurses in the ED and has 
highlighted the benefits to mental health patients and health care professionals in the ED. Clarke 
et al. (2007) investigated the role and function of psychiatric emergency nurses (PENs) in five 
EDs in Winnipeg, Manitoba, Canada. Results indicated that the PENs in the study assisted with 
crisis interventions, assessments, and dispositions of patients with mental health concerns. The 
ED nurses and physicians provided positive feedback and expressed that the PEN program 
facilitated an enhanced spectrum of care. In one international study in Australia, Nicholls et al. 
(2011) and Sharrock and Happell (2002) investigated the role of advanced practice nurses in the 
ED. Sharrock and Happell examined the role of the psychiatric consultation-liaison nurse 
(PCLN) and confirmed the benefits of skilled mental health ED nurses working jointly with 
social workers, crisis clinicians, staff psychiatrists, and support teams. 
Summers and Happell (2003) recorded patient satisfaction with emergency psychiatric 
services at a Melbourne tertiary hospital ED and found that the majority of patients were 
satisfied with the emergency psychiatric services in that they felt listened to and stated that staff 
were professional in manner and provided them with information, reassurance, and guidance. ED 
services for individuals with mental illness related to barriers to care, current services for 




Barriers to Care 
The journey of mental health clients in the ED needs to be improved (Broadbent et al., 
2010). To this end, staff attitudes toward mental health consumers were investigated by Clarke et 
al. (2014), who subsequently identified four themes: (a) consumer perspectives of the care were 
primarily negative, (b) ED staff had a negative attitude and lacked confidence working with 
patients with mental health presentations, (c) the ED climate was not conducive to good mental 
health care, and (d) educational initiatives designed to improve attitudes toward mental health 
consumers were short lived. Clarke et al. supported further investigation to determine whether 
changes in ED staff attitudes after receiving education might be reflected in behavioural changes 
and practices, and whether the changes might be enduring.  
Gillette et al. (1996) acknowledged that the ED nurses in their study did not like 
interacting with psychiatric patients. The ED nurses reported that psychiatric patients demanded 
considerable time and attention, in addition to being difficult to manage. The ED nurses also 
expressed feelings of frustration when psychiatric patients presented again in the ED (Gillette et 
al., 1996). Nurses generally do not believe that they have the psychiatric nursing skills or 
expertise to care for these patients and that they lack the appropriate facilities to provide that care 
(Bailey, 1998; Helsop et al., 2000; McEvoy, 1998).  
Hunt (1993) maintained that ED staff care about individuals with mental health concerns, 
despite being part of a culture where other aspects of care have a higher priority. According to 
Crowley (2000), ED staff believe that they do not have adequate psychiatric training and that ED 
staff lack self-confidence and doubt whether they can provide appropriate care to individuals 
with mental health concerns. Crowley (2000) noted that ED staff have numerous opportunities to 
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attend study days of a technical nature but lack opportunities to develop skills related to mental 
health issues. 
 Plant and White (2013) believed that to empower nurses, it is important to involve them 
in the decision-making process regarding education and training. Plant and White maintained 
that “regular and continuing education and training was needed in: crisis intervention, managing 
behavioural emergencies, improving triage assessments skills, and improving current standards 
of care for treating mental health patients with mental illness” (p. 247).    
 Tyerman (2014) described negative patient outcomes, in the context of the poor 
environmental design of the ED, lack of confidentiality, significant use of control interventions, 
and lack of nursing knowledge in providing care for mental health patients. Tyerman maintained 
that security guards assume a necessary role in the application of restraints and the close 
observation required when using these control interventions. Tyerman reported that “role 
ambiguity occurred when support staff were used for observation” (p. 159). Security guards and 
ward clerks are frequently involved in the monitoring and evaluation of patients while in 
seclusion, and justifications for this practice have included nurses’ heavy workload, lack of 
staffing resources, and the amount of time required for close observation (Tyerman, 2014). 
Tyerman asserted that the practice of debriefing following critical incidents involving the use of 
control interventions could minimize negative outcomes for patients and nurses.  
 Corley (2002) argued that the goals of nursing are ‘undeniably ethical” and believed that 
when the goals to protect patients from harm and to provide competent care in a healing 
environment are blocked, nurses suffer moral distress. Austin et al. (2003) noted that “nurses 
profess to the public that they are prepared to take on certain responsibilities in safe, competent 
and ethical ways” (p. 182). The trust accredited to health disciplines by society must be 
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reciprocal. The resources necessary for focused, competent, and ethical practice have to be 
available if nurses and others are to fulfill their commitments (Austin et al., 2003). Austin et al. 
(2003, 2005) and Kalvemark et al. (2004) determined that the lack of resources and the economic 
and political structures in health care are linked to the experience of moral distress.  
Jameton (1993) distinguished “moral dilemmas-situations of not knowing what is the 
right thing to do-from what is experienced when one believes one knows how to act but is 
thwarted by constraints” (p. 177). Pauly et al. (2009) recommended further research on the 
process of moral distress and actions to enhance the ethical climate of the nursing workplace and 
address the extent to which organizational factors contribute to moral distress. Researchers have 
determined that nurses leave their positions because of moral distress (Corley et al., 2005; Hart, 
2005), a problem that highlights the pressing need to investigate the relationships among moral 
distress, ethical climate, recruitment, and retention. Current services available in the ED for 
individuals with mental illness are explored next to understand which services enhance or detract 
from ED nurses’ ability to care for patients with mental health concerns. 
Current Services for Individuals With Mental Illness 
 Tyerman (2014) wrote about the need for ED nurses to maintain their professional 
competencies related to psychiatric care because they could potentially be spending more time in 
the ED caring for patients with mental health problems because of the lack of inpatient beds. 
Therefore, maintaining ED nurse competencies related to psychiatric care is vital to ensuring safe 
and competent care. Tyerman clarified that even though ED nurses are not mental health 
clinicians and are not expected to provide all psychiatric care necessary, they are expected to 
maintain proficiency in such skills as deescalation, risk assessment, and mental status 
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examinations in order to provide the initial interventions for individuals with mental health 
concerns. 
 The Canadian Nurses Association’s (CNA, 2008) Emergency Nurses Certification 
include the following elements: 
Eight core competencies in psychiatric care that comprised 4.5% of the 180 competencies 
suggested for nursing care in the ED; these competencies included subjective assessment, 
objective analysis using mental status exams and risk evaluations, and nursing 
interventions based on these assessments. (p. 21) 
 
 However, the CNA’s ED certification is not a required credential for nurses to be able to 
work in the ED, meaning that expertise in the competencies is not monitored or reviewed. 
Tyerman (2014) asserted that ED nurses need to maintain competencies related to psychiatric 
care to ensure the safe and competent care of patients dealing with mental health issues. The 
Canadian Association of Schools of Nursing (CASN, 2014) reported that clinical placements in 
mental health/mental health nursing occur mainly in community settings where exposure to 
individuals experiencing acute mental health crises is limited and hinders any opportunity for 
nursing students to gain skills in assessment and interventions.  
 Of interest to future researchers may be Clinton and Hazelton’s (2000) contention that 
few nursing students are enrolled in extended rotations in mental health nursing possibly because 
of the lack of positive mental health experiences in their undergraduate years. Tyerman (2014), 
who clarified that undergraduate nursing programs are tasked with providing essential theoretical 
knowledge and clinical practice in mental health nursing, proposed an evaluation of current 
Canadian nursing programs to understand the status of mental health nursing within nursing 
curricula. Tyerman believed that the accreditation process may be the way to ensure the 
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inclusion of thorough psychiatric nursing theory across the curriculum and diverse psychiatric 
clinical exposure.  
Triage nurses have expressed their lack of confidence and expertise in conducting 
psychiatric assessments (Broadbent et al., 2002; Clarke & Hughes, 2002; Smart et al., 1999). In a 
study by Clarke et al. (2006), triage nurses in an ED in Canada reported that the Canadian Triage 
Acuity Scale (CTAS) was insufficient to guide mental health assessments and that the nurses 
welcomed additional education and training on mental illness. The triage nurses reported that 
receiving education about mental illness enhanced their skills and confidence in recognizing 
clinically urgent situations (Clarke et al., 2006).  
In a retrospective cohort analysis conducted in 155 EDs in Ontario between April 2007 
and March 2009, Atzema et al. (2012) investigated whether patients with mental illness waited 
longer for service and were given a low priority triage score compared to other patients who 
presented to the ED. The researchers reported that the median time from the decision to admit 
patients to hospital to ward transfer was markedly shorter for patients with mental illness than for 
other patients. 
Atzema et al. (2012) concluded: 
Patients with mental illness received higher priority triage scores than other patients, 
regardless of crowding and that patients with mental illness waited 10 minutes longer to 
see a physician compared with other patients during noncrowded periods but they waited 
significantly less time than other patients as crowding increased. (p. 2) 
 
Brown et al. (2015) tested the interrater reliability and accuracy of triage nurses’ 
assignment of urgency ratings for mental health patient scenarios based on the 2008 CTAS 
guidelines and the Canadian Emergency Department Information System (CEDIS). Brown et al. 
concluded that although participants had experience and education, and were comfortable with 
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mental health presentations to the ED, accuracy in urgency ratings ranged from 0.05% to 94% 
(M = 54%). Greater accuracy in urgency ratings was recorded for triage nurses who used the 
second-order modifiers added to the CEDIS entrance complaints in the mental health category.   
For example, according to Brown et al. (2015), 
The CEDIS presenting complaint of “depression, suicidal or deliberate self harm,” the 
second order modifiers were: 1) attempted suicide or clear suicidal plan 2) active suicidal 
intent, 3) uncertain flight or safety risk, 4) suicidal ideation, no plan and 5) depressed, no 
suicidal ideation”, the researchers argued that not utilizing second-order modifiers placed 
greater importance on intuition or gut feelings, which may affect triage accuracy. (p. 81) 
 
Triage of patients in the ED has evolved in the province of Ontario with the development 
of the electronic CTAS. In March 2015, the MOHLTC gave Access to Care, a division of Cancer 
Care Ontario, the responsibility of creating a system that would improve patient safety and 
quality of care by establishing an electronic triage decision support tool to standardize the 
application of CTAS across Ontario (Access to Care Ontario, 2016).  
According to Access to Care Ontario (2016), eCTAS is  
An intelligent decision support system designed to standardize the application of CTAS 
guidelines across the province. The eCTAS system will improve patient safety and 
quality of care ensuring patients are assigned an accurate CTAS level in a consistent 
manner based on triage nurse input that can be accepted or overridden based on clinical 
judgment. The eCTAS will provide triage nurses with an intuitive CTAS support tool 
designed by over 85 clinical Emergency Department (ED) experts from across the 
province. (p. 2) 
 
Tyerman (2014) maintained that psychiatric assessments and evaluation of risk are core 
competencies routinely performed by triage and staff nurses in the ED. Tyerman also noted that 
competent emergency care goes beyond mental health/mental status assessments. Summers and 
Happell (2003) argued that education would improve professionalism by enriching nurses’ 
understanding of patients and improving patient outcomes. Strategies for management are 
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discussed next to identify the resources available to nurses in the ED and patients with mental 
health concerns.  
Strategies for Management 
The review of the literature confirmed the importance of a continuum of care of mental 
health services in the community and the ED to ensure that patients with mental health concerns 
receive holistic and patient-centred care (Schizophrenia Society of Ontario, 2008). The increased 
demand for ED services by individuals seeking mental health care was documented by 
DigelVandyk et al. (2013), who studied individuals with multiple presentations in the ED and 
identified the challenges that they faced in accessing mental health and addictions resources and 
referrals to community mental health services.  
In response to the divestment and closure of provincial psychiatric hospitals in Ontario, 
Durbin et al. (2001) focused on current and future needs based on the belief that mental health 
and illness are on a continuum. Results of their study confirmed that 10% of current inpatients 
needed to remain in hospital and that more than 60% could live independently in the community 
with adequate supports in place.  
The Schizophrenia Society of Ontario (2008) asserted that one of the factors leading to 
relapse and ED readmission for people with mental health issues is poor discharge planning. The 
Society reported that approximately 40% of patients hospitalized for schizophrenia are 
readmitted within 1 year of discharge. The Society also noted that insufficient resources are 
being devoted to discharge planning to ensure a continuum of care and referral to community 
mental health agencies. 
The Community Mental Health Evaluation Initiative, a collaborative effort of the Ontario 
Mental Health Foundation, the Centre for Addiction and Mental Health, the Canadian Mental 
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Health Association, and the MOHLTC (2012) identified health care supports, income, and 
housing as essential to the maintenance of the health and well-being of people with serious 
mental illness. The Schizophrenia Society of Ontario (2008) reported that at the time of its study, 
31% of hospitals in Ontario had crisis teams in the ED and 21% had mental health nurses or 
crisis workers to assist psychiatrists or physicians. The Society highlighted that a variety of 
patient-centred health services are needed in the hospital and the community settings to support 
individuals with mental health concerns.  
 Researchers in Australia studied the barriers and solutions to the provision of adequate 
care for ED patients with mental illness (Weiland et al., 2011). Thirty-six physicians and nurses 
from various Australian jurisdictions offered a variety of solutions, including improved 
resources, ED redesign, improved links to resources outside of the ED, and more educational 
opportunities in mental health for ED nurses and clinicians (Weiland et al., 2011). Weiland et al. 
(2011) suggested ideas about the possible redesign of the ED: use of a behavioural assessment 
room, an ED mental health facility (colocated to the ED), and ED-based mental health clinicians. 
The researchers observed that mainstreaming mental health services appeared to have a minimal 
impact on EDs in Australia because optimal ED-based care of individuals with mental illness 
continued to be hindered by a dominant service model of care focused on acute physical illness 
and injury. Weiland et al. also noted that even though many barriers are systems based and 
require systems-based solutions, improving the educational opportunities in mental health for 
nurses and clinicians might ease some of the barriers faced by mental health patients in the ED. 
 Stuhlmiller et al. (2004) addressed the confidence of ED staff at a teaching hospital in 
Adelaide, South Australia, in responding to patients with mental health concerns. The 
researchers interviewed staff before and after they had participated in a 3-day course designed to 
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increase their knowledge of mental health, alcohol addiction, and the use of other drugs. Staff 
members reported changes in their confidence and approach, noting that after participating in the 
course, they were able to communicate effectively, conduct psychosocial assessments, manage 
aggressive patients, triage patients presenting with mental health concerns, and understand 
different types of psychiatric medications (Stuhlmiller et al., 2004). 
 Tyerman (2014) noted that even though ED nurses want to provide the best care possible 
for mental health patients, those seeking treatment for mental health concerns pose major 
challenges at the individual and organizational levels. Weiland et al. (2011) maintained that 
addressing systems and organizational change would require not only funding for infrastructure 
but also a meaningful attitude shift on the part of policymakers, government funding agencies, 
and clinicians themselves. 
van Manen (2002) contended that what individuals can put into words by naming their 
experience can then bring to a better awareness that they are better able to act upon. Further 
study to understand the lived experiences of nurses working in an urban ED setting is necessary 
to identify issues and make recommendations to enhance the provision of care to patients with 
mental health concerns. 
Implications for Research 
Increasingly, ED nurses are caring for individuals with mental health concerns (Tyerman, 
2014), and in Canada as well as other countries, the demand for ED services has been rising 
(Crouch & Williams, 2006). The review of the literature identified multiple challenges in the 
delivery of care provided in the ED to patients with mental health concerns. Few qualitative 
Ontario studies were found on the lived experience of ED nurses caring for patients with mental 
health concerns. The majority of previous research on the experiences of ED nurses caring for 
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patients with mental health concerns was conducted in urban areas in Australia, the United 
States, and Great Britain.  
Guba and Lincoln (1989) as well as Hazelton and Farrell (1998) noted that the use of 
qualitative techniques where there has been little prior research has the advantage of being able 
to reveal issues of significance. Researchers engaged in phenomenological inquiry, according to 
van Manen (2014), have endeavoured to grasp the essence, identity, and otherness of a 
phenomenon or an event. This methodology, which was used to conduct this study, may help to 
increase understanding of the lived experiences of ED nurses caring for patients with mental 
health concerns, contribute to nursing’s substantive body of knowledge, and enhance the delivery 




CHAPTER THREE: RESEARCH DESIGN 
The phenomenological design developed by van Manen (2016) served as the qualitative 
approach used to explore this topic and the research question: What are the lived experiences of 
nurses in the emergency department caring for patients with mental health concerns? According 
to van Manen, phenomenology is characterized as “how one orients to lived experiences and 
hermeneutics as how one interprets the texts of life” (p. 4). He described hermeneutic 
phenomenology as a human science used to study persons. “Hermeneutic phenomenology was a 
philosophy of the personal” (van Manen, 2016, p. 7), so van Manen encouraged researchers to 
pull readers into the research question so that they could wonder about the nature of the 
phenomenon being investigated and begin to question it. Goble and Yin (2014) asserted that 
understanding hermeneutic phenomenology required engaging in its activities, namely, creating 
phenomenological questions, collecting experiential material, and contemplating tangible 
experiences, to gain a sense of the activities relevant to the lived phenomenon. Phenomenology 
has been used to provide a framework to explore what it is like to live the experience (Streubert, 
2011a).  
This chapter on the research design begins with a discussion of philosophical 
underpinnings, including the researcher’s assumptions, theoretical influences of Watson (2005), 
phenomenology of van Manen (2016), procedural steps of his hermeneutic phenomenology, and 
strengths of the design. Explanations of the researcher’s role, participant selection and criteria, 
and interview questions follow. Details about the data collection and analysis, along with ethical 






The philosophical underpinnings of phenomenological research are situated in the nature 
or essence of the participants’ lived experiences of the phenomenon, so use of this research 
method requires researchers to be open to experience and a willingness to be reflective, 
thoughtful, and sensitive to language (van Manen, 2016). Researchers are challenged to continue 
to return to their research questions until the phenomena under investigation have been 
investigated (van Manen, 2016). Phenomenology is not only a descriptive process but also an 
interpretive one that allows researchers to interpret and reconcile the different meanings of the 
participants’ lived experiences (van Manen, 2016). Carpenter (2011b) believed that investigating 
phenomena significant to nursing requires that researchers study the lived experiences as 
presented in the everyday world of nursing practice. Carpenter also maintained that lived human 
experiences are foundational in nursing and the ways that human beings experience these 
phenomena are important to nursing practice and have guided phenomenological investigations. 
Heinonen (2015) stated, “Phenomenological reduction facilitated the discovery of the 
essence of the object where in phenomenological methodology, ‘epoche’ deals with freeing 
oneself (bracketing) of assumptions and ‘reduction’ deals with (reducing) returning to the 
original sources of people’s experiences” (p. 20). Heinonen also asserted, “Reduction enabled 
the researcher the opportunity to carry out in depth phenomenological hermeneutic research and 
to understand people’s lives” (p. 20). Husserl (1970) used “bracketing to describe how 
researchers must set aside any pre-existing knowledge they may have about the phenomena” (as 
cited in Heinonen, 2015 p. 23). However, van Manen (2016) believed that it is not possible to 
bracket and completely remove all influence of researchers’ personal experiences. Therefore, 
researchers should reveal their knowledge of the phenomena under study, their beliefs, and their 
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thoughts in an effort to hold these aspects in abeyance from the research process to the greatest 
extent possible.  
Adams and van Manen (2008) asserted that bracketing does not mean denying or 
ignoring; rather, it means examining while stepping back to the degree possible from preexisting 
knowledge of the phenomena being investigated (Earle, 2010; van Manen, 2016). Researchers 
must be aware of personal knowledge and understand that it is present (van Manen, 2016). 
Reducing, or returning to the original sources of people’s experiences, requires a certain 
reflective attentiveness and that it is more than a research method because it describes the 
phenomenological attitude (Adams & van Manen, 2008; van Manen, 2016). Findlay (2008) 
asserted that researchers have to be engaged with a sense of wonder and openness about the 
world while reflexively restraining any preunderstanding. According to van Manen (2016), 
“Phenomenological description is always one interpretation and can never exhaust the possibility 
of yet another complementary or even potentially richer or deeper description” (p. 31). 
Phenomenology is the organized attempt to discover and describe the structures and 
internal meanings of the participants’ lived experiences of the phenomena being studied (van 
Manen, 2016). Analysis is essentially the hermeneutic circle of interpretation, which proceeds 
from simple understanding to a definitive understanding that emerges from explanation of the 
data to interpretation of the data (Allen & Jenson, 1990, as cited in Carpenter, 2011b). The 
hermeneutic circle of interpretation moves forward and backwards, starting at the present, and is 
never closed until the phenomena are uncovered (Allen & Jenson, 1990, as cited in Carpenter, 




Designing a qualitative study begins with the broad assumptions of the researcher that are 
central to qualitative inquiry and a worldview that is consistent with this type of inquiry. In 
addition, a philosophical focus as well as a theoretical lens are used to shape the research 
(Creswell, 2013). 
Researchers’ Assumptions 
These philosophical assumptions “comprise an approach toward the nature of reality” 
(ontology), “how researchers know what they know” (epistemology), “the role of values in 
research” (axiology), “the language of research” (rhetoric), “and the methods used in the 
process” (methodology; Creswell, 2007, p. 16). These assumptions were explored in Watson’s 
(2005) theory of caring, conceptualized as a grand theory based on an interactive process, and 
Watson’s (2002) intentionality and caring-healing consciousness. They served as the 
philosophical perspectives that guided the basic assumptions of care in this study.  
Theoretical Influences of Watson 
Watson (2002) described the steps for cultivating an intentional caring-healing practice as 
mindfulness, gratitude, and the establishment of intentions; acceptance; forgiveness; and the 
offering of authentic presence. Watson (2007) demonstrated ways that the theory of human 
caring aligned with the current evolution in human consciousness, which transcends clinical 
views of illness and pathology. Watson (2006) developed the caritas processes from the caritas 
factors to make explicit the connection between caring and love and human living processes.  
The caritas processes have been validated as an intervention that heals. By using the 
Caring Factor Survey, researchers have demonstrated that caritas processes are a measure of a 
single entity that is caring, and they have advanced the argument of caring as a metaparadigm 
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concept and validated caritas as an intervention, which heals in ways other than pharmacological 
or clinical interventions (DiNapoli et al., 2010).  
Cultivating an intentional caring healing practice by integrating Watson’s (n.d.) clinical 
caritas as an evolving paradigm of transpersonal caring, facilitated discovery of the nature of 
reality (ontology) and ways that nurses know what they know (epistemology) by encouraging 
nurses to ask, “ ‘Who is this person?’ ‘How should I be in this situation?’ ‘How can I attend to 
this person’s spiritual needs and soul care?’ and ‘Can I find new ways of caring?” (Alligood, 
2010, p. 113). Watson, in the caritas processes, facilitated self-awareness (axiology) as nurses 
explored, “What is important to this person to make him or her stay comfortable?” and “How can 
the healing art be incorporated into this space?” (Alligood, 2010, p. 115).  
These questions support the broad assumptions that encourage nurses to examine the 
values shaping the narrative (axiology), including their own interpretations and those of the 
researchers. The importance of language (rhetoric) using an engaging style of narrative and the 
methods used in the process are supported in Watson’s (n.d.) caritas processes as nurses are 
encouraged to explore “How can I enable this person to find meaning in this experience?” and 
“What are the life lessons in this situation for the patient and myself?” (Alligood, 2010, p. 116). 
Watson’s (2002, 2005) clinical caritas, an evolving paradigm of transpersonal caring, was 
used to guide the researcher and facilitate an understanding of the lived experiences of nurses in 
the ED who care for patients with mental health concerns. The researcher was cognizant of the 
broad assumptions and ways that the caritas processes could act as the lens through which the 
tenets of hermeneutic phenomenology could be expressed throughout the study and could 
support the researcher’s efforts to develop what Goble and Yin (2014) described as a 
“phenomenological eye” in order to recognize the uniqueness of the phenomenon in all of its 
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complexity and a strong “phenomenological pen” to illuminate the phenomenon in the text, and 
bring one closer to the phenomenon as it was lived (p. 2). 
Phenomenology of van Manen 
Hermeneutic phenomenology is descriptive (phenomenological) of ways that entities 
appear and speak for themselves. Hermeneutic phenomenology is interpretive (hermeneutic) 
because all phenomena must be interpreted, in order to uncover the meaning of the participants’ 
lived experience (van Manen, 2016). Researchers have used the tradition of hermeneutic inquiry 
to underscore the importance of meaning and interpretation and the ways in which historically 
and socially conditioned individuals interpret their worlds within their own given circumstances 
(Polit & Beck, 2004). 
Procedural Steps in Hermeneutic Phenomenology 
Six procedural steps in van Manen’s (2016) description of the hermeneutic 
phenomenological method were used to investigate the lived experiences of ED nurses who care 
for patients with mental health concerns: 
1. Turning to a phenomenon that we are passionate about and commits us to the world,  
2. Investigating experiences as we live them rather than as we envision them, 
3. Reflecting on the fundamental themes that characterize the phenomenon, 
4. Portraying the phenomenon through the art of writing and rewriting, 
5. Maintaining a strong and oriented academic relation to the phenomenon, and 
6. Balancing the research context by considering parts and whole. (pp. 30-31) 
 
Strengths of the Design 
The hermeneutic phenomenological approach was used to allow the researcher to 
understand the lived experiences of ED nurses who care for patients with mental health concerns 
while acknowledging that life experiences are always more complicated than any descriptions or 
interpretations can reveal (van Manen, 2016). The hermeneutic phenomenological approach 
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required extensive interviewing, as well as writing and rewriting of the experiences of ED nurses 
who care for patients with mental health concerns, where the focus was on the lived experiences 
of the ED nurses. The researcher continued this process of analysis and reflection related to the 
transcriptions of the interview responses until the essence of the phenomenon was revealed.  
Researcher’s Role 
At the time of the study, the researcher was a registered nurse. Her educational 
background includes a bachelor of science degree in nursing and current enrollment in the 
Master of Psychiatric Nursing Program at Brandon University. Areas of professional practice 
include an advanced practice role as a registered nurse providing crisis intervention, assessments 
and recommendations to ED physicians regarding the care of patients with mental health 
concerns.  
The researcher also has gained community mental health nursing experience while 
working with the Early Psychosis Intervention Program and the Crisis Response Service through 
the CMHA. The researcher acknowledges that she may have approached the phenomenon with 
presumptions and experiences that could have influenced the interview process, data 
interpretation, and data analysis. Streubert (2011b) asserted that reflexivity, or self-reflection, 
refers to the responsibility of qualitative researchers to examine their influence on all aspects of 
inquiry. The researcher reflected on her thoughts and experiences before and during the research 
process to identify any characteristics or aspects that could have influenced the study.  
Carpenter (2011b) noted that qualitative researchers are the data collection instrument 
and are responsible for discovering the essence of the original experience. The researcher 
explicitly identified any personal beliefs or assumptions of the phenomenon throughout the 
research process by keeping a journal and reflecting on personal thoughts and experiences. 
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Heinonen (2015) stated that when taking an epistemological approach, researchers must view 
their participants as individuals narrating their unique and important experiences and that every 
experience shared by the participants as important. Heinonen encouraged researchers to listen 
carefully to their participants’ stories and to write openly and reflect on their own 
preunderstandings. 
The researcher identified and explored her biases while also examining her subjective 
feelings and expectations to find ways to overcome them in relation to understanding the 
phenomenon that was being studied. Streubert (2011a) stated that before conducting qualitative 
inquiries, researchers need to articulate their thoughts, ideas, presuppositions, and personal 
biases about the topics under investigation to bring to conscious awareness about their beliefs to 
the phenomena.  
The researcher began a reflective journal prior to conducting the study and maintained it 
during the research process to keep an open mind and differentiate the researcher’s thoughts 
from the ideas, comments, and reflections of the participants. The researcher did not lead the 
participants to describe their experiences in ways that would have mirrored the researcher’s 
beliefs. Streubert (2011a) maintained that the act of expressing one’s ideas reminds researchers 
to listen carefully and discern what is real for the participants and what is real for the researcher 
to ensure that the participants’ narratives are presented with truthfulness and attention to context.  
This research enriched the researcher’s knowledge of the phenomenon, and the completed study 
will be published so that the results will be available to future researchers.  
Participant Selection and Criteria 
  Purposeful sampling involves the selection of individuals who have an understanding of 
the research problem and the phenomenon being studied (Creswell, 2013). Purposeful sampling 
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was used to recruit ED nurses who care for patients with mental health concerns in a hospital in 
an urban centre. The hospital ED accommodates mental health patients in all areas of the ED, 
depending on the acuity of each presentation. The ED is open continuously, and individuals of 
all ages who are experiencing crises in their mental health may call 911 and may be advised to 
present to the ED. Once stabilized, admitted mental health patients are primarily located in one 
area of the ED in close proximity to a nursing station, seclusion rooms, and interview rooms. The 
ED is very busy, with many traumatic events being managed on a daily basis. The primary 
service model is focused on acute injury and physical illness, so the model of care of mental 
health patients in the ED is best described as one where psychiatrists and mental health 
professionals consult patients in a medical ED.   
To be included in the study, potential participants had to be registered nurses who had been 
working in the ED for at least 6 months either in part-time or full-time positions. The manager of 
the ED was approached by the Thunder Bay Regional Health Sciences Centre (TBRHSC) 
Research Program, the office that provides institutional authorization for research, to provide 
guidance to the manager to ensure that employee confidentiality was maintained and the voluntary 
nature of being in the study was made clear to potential participants. The manager of the ED sent 
the letter of invitation (see Appendix A) to ED staff that included a description of the study, an 
introduction to the researcher, inclusion criteria, and relevant contact information to any ED 
nurses who met the study criteria. Passive recruitment took place in the ED using a study poster 
(see Appendix G) that also was sent in the daily email to all ED staff (see Appendix H) once ethics 
approval was obtained from Brandon University’s Research Ethics Committee (BUREC), 
Lakehead University’s Research Ethics Board (REB), and the TBRHSC Research Program. 
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The researcher did not communicate individually with any potential participants about 
the study prior to recruitment. The interviews took place outside of work time in a private 
location of each participant’s choice, such as a private office space, home, or a quiet and private 
setting in the community. No remuneration was offered or provided to the participants, and the 
researcher had no position of power related to the participants’ workplace.  
Research Timeline 
At the end of the summer of 2020 (see Appendix B), once ethical approval had been 
obtained from Lakehead University’s REB, TBRHSC’s Research Program, and  BUREC, the ED 
manager was approached by the TBRHSC Research Program, and a review of the study was 
initiated to ensure that employee confidentiality was maintained and that the nature of the 
research was communicated clearly to potential participants prior to the ED manager emailing 
the letter of invitation to ED staff. It was anticipated that the sample would comprise a minimum 
of six to eight participants, with sampling continuing until sufficient data were collected to 
provide meaningful analysis. 
Prior to joining the study, all participants were informed about the study and all ethical 
considerations related to the study. All participants were required to sign the consent form in 
order to participate (see Appendix C). The informed consent process is discussed in the Ethical 
Considerations section.  
Interview Questions 
The researcher followed a hermeneutic phenomenological approach to investigate the 
experiences of ED nurses who care for patients with mental health concerns. The researcher 
asked open-ended questions during semistructured interviews to give the participants the 
opportunity to share their lived experience of the phenomenon. Asking open-ended questions 
39 
 
facilitated this sharing process; asking more focused questions facilitated even more sharing of 
their experiences of the phenomenon.  
The structure of the interviews depended on the flow and direction of the responses as the 
participants share their experiences. The suggested questions served as a guideline that was 
adapted for each interview when appropriate. A research question is designed to determine what 
something is like by explaining the true nature of the participants’ lived experiences (van Manen, 
2016). One research question guided this study: What are the lived experiences of nurses in the 
emergency department caring for patients with mental health concerns? 
Several demographic questions were included in the interviews (see Appendix D): How 
many years have you been in your profession? What is your educational preparation in health 
care, specific to working in the ER? How long have you worked in the ER? What is your age? 
Interview questions related to the topic acted as a guideline to encourage responses related to the 
phenomenon being studied: 
1. What is your role as an emergency department nurse related to caring for patients 
with mental illness?  
2. What mental health concerns do you frequently encounter?  
3. Tell me about your experience in providing care to patients with mental health 
concerns. How did you address these concerns? 
4. Tell me about a situation that went well. 
5. What other comments about caring for patients with mental health concerns in the ER 
would you like to share?  




1. How do you cope with unexpected changes: issues of aggression, patients under the 
influence of substances, unstable patients with mental health concerns?  
2. How does care of patients with mental health concerns differ from patients with 
medical concerns?  
3. Is the environment in ED conducive to caring for patients with mental health 
concerns, issues: length of stay, hallway nursing, stress on other patients?  
4. The interview guide is attached (see Appendix D). 
Ethical Considerations 
 The letter of invitation was forwarded once all ethical approvals had been received. The 
manager of the ED was approached by the TBRHSC Research Program, the office that provides 
institutional authorization for research, to provide guidance to the manager to ensure that 
employee confidentiality was maintained and the voluntary nature of being in the study was 
made clear to potential participants. The letter of invitation (see Appendix A) included a 
description of the study, an introduction to the researcher, inclusion criteria, and relevant contact 
information to any ED nurses who met the study criteria. Passive recruitment took place in the 
ED using a study poster (see Appendix G) that also was sent in the daily email to all ED staff 
(see Appendix H) once ethics approval was obtained from BUREC, Lakehead University’s REB, 
and the TBRHSC Research Program. Signed informed consents were obtained from all 
participants. Participation in the study was voluntary, and participants had the right to refuse to 
answer any questions or withdraw from the study at any time without repercussions (see 
Appendix C). Munhall (1988) asserted that because qualitative research is conducted over time, 
unexpected events do occur, allowing potential participants to reevaluate the decision to 
participate in research. On an ongoing basis, the researcher reviewed the purpose of the research 
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and informed the participants that they had the right to refuse to answer any of the interview 
questions as well as withdraw from the study at any time without explanation. Participants were 
made aware that the findings would be aggregated and shared and that the completed study 
would be published. 
Polit and Beck (2004) described the principle of beneficence as doing good and 
preventing harm. This principle was applied to maintain the anonymity of the participants and 
the confidentiality of their responses to the interview questions. The researcher was the only 
person aware of the participants’ identities. All participants were assigned randomly selected 
numeric identifiers. The data were aggregated before being shared, and any identifying 
information in direct quotes ascribed to the participants was altered to ensure anonymity.  
The recorded interviews were transcribed verbatim by a paid transcriptionist and 
confirmed by the researcher. The transcriptionist will sign an oath of confidentiality (see 
Appendix E). The recordings were saved digitally and were password encrypted. The digital 
recorder, flash drive, and field notes will be stored under lock and key at the researcher’s private 
residence until the study has been completed and published. The transcriptionist maintained 
confidentiality by securing all files on a password-encrypted computer at the transcriptionist’s 
residence. All study data will be retained by the researcher for a minimum of 5 years poststudy 
completion, after which time they will be securely destroyed. 
Carpenter (2011a) emphasized that researchers must not deviate from the role of 
investigator to that of counsellor, and Carpenter stressed that the interview process must not be a 
therapeutic intervention. The researcher set aside time for debriefing at the end of each interview, 
and if support was required, the participants were encouraged to contact their employee 
assistance program through the human resources department. In addition, the contact information 
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of a local crisis agency was made available to the participants in case participation in the 
interviews resulted in any unforeseen distress.  
Throughout the study, the researcher explored the ways that the principles of justice, 
beneficence, and nonmaleficence had been upheld. The researcher ensured that the relationship 
with the participants engendered respect and trust. The researcher maintained transparency 
regarding the intent of the study and clearly explained the purpose of the study to the 
participants. Munhall (1988) maintained that asking for permission and continually informing the 
participants establishes the trust required to move forward in an ethical manner. 
The researcher read the statement about ethical conduct and completed the related tutorial 
(Canadian Institutes of Health Research, Natural Sciences and Engineering Research Council of 
Canada, & Social Sciences Humanities Research Council of Canada, 2014; see Appendix F). The 
policies contained in this document were followed by the researcher. As already mentioned, 
approval to conduct the study was obtained from BUREC, Lakehead University’s REB, and 
TBRHSC’s Research Program. No coercion or other forms of persuasion were made to solicit 
participation in the study. Participants were not exposed to undesirable risks, and any unforeseen 
events or circumstances would have been reported to BUREC, thesis committee, Lakehead 
University’s REB, and TBRHSC’s Research Program.  
Data Collection and Analysis 
Carpenter (2011b) observed that as a research method, phenomenology gives nurses the 
opportunity to describe and explain phenomena significant to practice, education, and research. 
The researcher has worked as an advanced practice mental health nurse in the ED, and this 




The hermeneutic phenomenology of van Manen (2016) and Graneheim and Lundman’s 
(2004) overview of qualitative content analysis in nursing research were the primary methods 
guiding data collection and analysis. The six procedural steps described earlier in van Manen’s 
hermeneutic phenomenological method facilitated this inquiry into the lived experiences of ED 
nurses who care for patients with mental health concerns. Graneheim and Lundman’s qualitative 
content analysis assisted the researcher in organizing the responses to the interview questions 
into meaning units and then into condensed meaning units, which led to the emergence of codes, 
subcategories, categories and themes.  
Procedural Steps in Hermeneutic Phenomenology 
Step 1 
Step 1 refers to turning to a phenomenon that individuals are passionate about and 
commits them (i.e., the individuals) to the world. “Every project of phenomenological inquiry is 
driven by a commitment of turning to an abiding concern” (van Manen, 2016, p. 31). The 
researcher began the interviews by building rapport and engagement with the participants by 
asking them to share their nursing background, education, and work experience. Data collection 
and analysis began with the first interview. The researcher listened to the recorded interviews 
and read and reread the transcribed interviews to understand the context of the participants’ lived 
experiences as ED nurses who care for patients with mental health issues. The researcher focused 
on the participants’ experiences as they were described, and interpretation of their responses was 
facilitated through ongoing analyses and reflection of the interview tapes and transcriptions.  
According to van Manen (2016), it is not possible for researchers to bracket and 
completely remove all influence of personal experiences. Therefore, researchers should make 
known their knowledge of the phenomena being studied, their beliefs, and their thoughts to hold 
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these aspects in abeyance from the research process to the extent possible. Additional data in the 
current study included a reflexive journal kept by the researcher prior to conducting the study 
and during the research process to differentiate the researcher’s thoughts from the ideas, 
comments, and reflections of the participants. The researcher endeavoured not to lead the 
participants to describe their experiences in ways that would mirror the researcher’s beliefs. 
Step 2 
Step 2 refers to investigating experiences as they are lived rather than as they are 
envisioned. The researcher analyzed the transcriptions of the interview responses line by line and 
highlighted significant statements and phrases in different colours reflecting fundamental 
statements that characterized the phenomenon. The researcher, guided by Graneheim and 
Lundman’s (2004) qualitative content analysis, distilled these data into meaning units, condensed 
meaning units, and eventually codes, subcategories, and categories, leading to the emergence of 
essential themes depicting the lived experiences of nurses in the ED who care for patients with 
mental health concerns. The researcher developed spreadsheets from the interview data to 
visually depict the meaning units, condensed meaning units, codes, subcategories, categories, 
and themes.  
Step 3 
Step 3 refers to reflecting on the fundamental themes that characterize the phenomenon. 
The researcher used Graneheim and Lundman’s (2004) qualitative content analysis as a guide to 
identify the “manifest content” or the “visible and obvious” and the “latent content” or “what the 
text talked about” (p. 106). The researcher distilled the text into meaning units made visible by 
colour coding and the creation of spreadsheets in which blocks of colour identified the individual 
meaning units. The meaning units were then condensed, abstracted, and labelled with codes. The 
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various codes then were compared based on differences and similarities and sorted into 
subcategories and categories to facilitate the emergence of the themes.  
Step 4 
Step 4 refers to portraying the phenomenon through the art of writing and rewriting. As 
expressed by van Manen (2016), “Not until we had written this down did we quite know what we 
knew” (p. 127). The researcher engaged in writing and rewriting to distill the meanings of the 
participants’ lived experiences. The researcher used Graneheim and Lundman (2004) as a guide 
in the interpretation and analysis of the interview data. This process facilitated extraction of 
themes and subthemes from the data. Graneheim and Lundman described “a theme to be a thread 
of underlying meaning through condensed meaning units, codes and categories on an interpretive 
level” (p. 7). The themes were reviewed with the researcher’s thesis advisor to ensure that the 
themes were consistent with the researcher’s analysis.  
Step 5 
Step 5 refers to maintaining a strong and oriented academic relation to the phenomenon. 
According to van Manen (2016), “The researcher needed to remain strong in their orientation to 
the fundamental question and not get side tracked” (p. 33). The researcher must be cognizant of 
personal knowledge and understand that it is present (van Manen, 2016). The researcher 
maintained a reflexive journal during data collection and analysis process to be aware of any 
personal reactions to the process and ways to overcome them in relation to understanding the 
phenomenon.  
Step 6 
Step 6 refers to balancing the research context by considering parts and the whole. As 
noted by van Manen (2016), “At several points it is necessary to step back and look at the total, 
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and how each of the parts contributes to the whole” (pp. 33-34). The researcher kept the research 
question in focus throughout the study. The research question guided the analysis, where each 
meaning unit, condensed meaning unit, code, subcategory, category, and theme were viewed as 
meaningful parts of a whole, “which properly grounded the study in laying open the research 
question” (van Manen, 2016, p. 34).  
Ensuring Trustworthiness and Rigor 
Streubert (2011b) stated, “The goal of rigor in qualitative research is to accurately 
represent study participants’ experiences” (p. 48). Streubert also noted that Guba (1981) as well 
as Guba and Lincoln (1994) “identified the following terms that describe operational techniques, 
supporting the rigor of work: credibility, dependability, confirmability and transferability”  
(p. 48). 
Credibility 
Lincoln and Guba (1985) remarked that credibility includes activities that increase the 
likelihood that credible findings will be produced and maintained. One of the best ways to 
establish credibility is lengthy engagement with the subject matter. Lengthy engagement with the 
subject matter was facilitated because 12 ED nurses with diverse work and life experiences and 
educational backgrounds participated in the study, with the result being the collection of rich 
data and multiple glimpses into the lived experiences of nurses in the ED who care for patients 
with mental health concerns. Adler and Adler (1988) as well as Patton (1987) confirmed that 
study participants with various experiences facilitate shedding light on the research question. 
Graneheim and Lundman (2004) contended that the credibility of research findings also 
addresses how well the categories and themes reflect the data and that no data have been 
excluded. The researcher systematically followed Graneheim and Lundman’s recommendations 
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and used tools such as spreadsheets, coding, and van Manen’s (2016) six procedural steps to 
ensure that no data were inadvertently excluded. Graneheim and Lundman stated that “credibility 
is also a question of how to judge the similarities within and differences between categories”  
(p. 110). One way to demonstrate credibility is by illustrating representative quotations from the 
transcribed text, which the researcher endeavoured to do. In addition, the researcher sought 
agreement on the representative quotations from the thesis advisor.  
Dependability 
Dependability is a benchmark that is met once researchers demonstrate the credibility of 
their findings (Streubert, 2011b). Dependability refers to the degree to which data change over 
time and the alterations made in the researchers’ decisions during analysis of the data (Lincoln & 
Guba, 1985). The researcher employed a transcriptionist to transcribe the audiotaped interview 
responses verbatim to ensure objective recording of the data from the outset of the inquiry. The 
research processes of data collection and review were overseen by a secondary reviewer (i.e., 
thesis advisor).  
Confirmability 
Researchers document the confirmability of their findings by “[leaving] an audit trail 
with a recording of activates over time that another individual can follow” (Lincoln & Guba, 
1985, p. 49). Six procedural steps (van Manen, 2016) and qualitative content analysis 
(Graneheim & Lundman, 2004) guided the researcher and facilitated a stepwise approach to 
transforming the raw data into meaning units, condensed meaning units, codes, subcategories, 
categories, and themes. The stepwise approach was reviewed by a secondary reviewer (i.e., 
thesis advisor), and the researcher kept a reflexive journal to document personal thoughts and the 




“Transferability refers to the probability that the study findings have meaning to others in 
similar situations” (Streubert, 2011b, p. 49). The researcher endeavoured to provide clear 
descriptions of the selection of the participants, data collection, and data analysis. The results  
showed that the phenomenon, supported by quotations from the participants, enhanced the 
potential transferability of the findings. Graneheim and Lundman (2004) contended that even 
though this may facilitate transferability, it is ultimately the decision of the readers whether the 
findings can be transferred to other settings.  
The researcher engaged in phenomenological description focused on transparency, where 
according to van Manen (2016) transparency is achieved when the appropriateness of the themes 
are identified through thoughtful descriptions sensitive to the tone of the language in which the 
descriptions were captured and where the description is powerful and awakens our basic 
experience of the phenomenon.   
Conclusion 
Hermeneutic phenomenology was used to answer the research question: What are the 
lived experiences of nurses in the emergency department caring for patients with mental health 
concerns? Participants were interviewed to provide rich descriptions of these lived experiences. 
The knowledge gained through this process may inform future nurses and influence the delivery 
of care by ED nurses in general and to clients in the ED who present with mental health concerns 
in particular. Advances in nursing knowledge are beneficial to nursing education and the 
preparation of current and future nurses. The results of this study also may lead to future studies 
that may be able to address issues related to the delivery of mental health services and the 
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CHAPTER FOUR: FINDINGS 
Introduction 
Researchers were encouraged by van Manen (2016) to pull readers into the research 
question so that they could wonder about the nature of the phenomenon under investigation and 
begin to question it. Researchers involved in this dynamic process of discovery seek to uncover 
the essence of the participants’ lived experiences through their research questions. One research 
question guided this study: What are the lived experiences of nurses in the emergency 
department caring for patients with mental health concerns? This chapter includes an overview 
of the findings, an introduction to the participants, presentation of the major themes and 
subthemes, and a summary of the findings. 
Overview of the Findings 
The aim of phenomenology, according to van Manen (2016), is to transform lived 
experiences into written expressions of their essence. The six procedural steps in van Manen’s 
hermeneutic phenomenological methodology and Graneheim and Lundman’s (2004) overview of 
qualitative concepts and research procedures guided the analysis and lead to the identification of 
three themes: environment in the ED, mental health patients in the ED, and nurses in the ED in 
moral distress. Further review of the transcriptions captured subthemes supporting the major 




Major Themes and Subthemes  
Theme 1: Environment in the 
ED 
Theme 2: Mental health patients in the ED Theme 3: Nurses in the ED in 
moral distress 
Subthemes (Theme 1) Subthemes (Theme 2)  
1a) Barriers to providing care 2a) Mental health and addictions  
1b) Safety 2b) Mental health patients and medical patients  
1c) Vision for change 
 





Phenomenological human science is discovery oriented, and key in the journey of 
discovery is finding out what a certain phenomenon means and how it is experienced (van 
Manen, 2016). The following sections include an introduction to participants and a summary of 
their experiences described according to the three themes and subthemes. Individual accounts 
support the three themes and subthemes to gain insight into the lived experiences of ED nurses 
who care for patients with mental health concerns. 
Introduction to Participants 
 Twelve nurses working in the ED of an urban hospital in the province of Ontario 
expressed an interest in joining the study and responded to the invitation sent by the manager of 
the ED. To maintain the anonymity of the participants, their individual responses were 
aggregated, and information provided in their direct quotes was altered slightly to maintain the 
anonymity of their responses. To further protect their identities, the participants were assigned 
randomly selected numeric identifiers. Their real identities were known only by the researcher.  
 The 12 participants were diverse in age and work experience, and this diversity 
contributed to the rich interview narratives. The participants were male and female nurses 
ranging in age from their 20s to their 40s. All participants were graduates of both college and 
university nursing programs, and all of them had been assigned clinical placements with a mental 
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health focus as part of their academic training. However, the majority of participants felt that 
their clinical placements had not prepared them to care for mental health patients in the ED. Only 
a small number of participants had any work experience related to caring for patients with mental 
health concerns. The participants’ work experience in the ED ranged from months to years. All 
participants met the criteria for the study: They were registered nurses who had worked in the 
ED for at least 6 months in full-time or part-time positions. 
The 12 participants were anxious to share their experiences of caring for patients 
presenting to the ED with mental health concerns. As the participants described their 
experiences, commonalities arose. Three themes emerged from the data analysis: environment in 
the ED, mental health patients in the ED, and nurses in the ED in moral distress. Details about 
each theme are presented in the following text. 
Theme 1: Environment in the ED 
 Theme 1 centred on the environment in the ED as the milieu in which ED nurses care for 
patients with mental health concerns. Merriam-Webster’s Dictionary (2020) defined an 
emergency room as “a hospital room or area staffed and equipped for the reception and treatment 
of persons requiring immediate medical care.” Typically, EDs are open around the clock. 
Individuals in crisis may come to the ED accompanied by police, fire department, ambulance, 
crisis workers, family members, or support workers. They can be referred from their physician’s 
office, school, child welfare, special needs homes, retirement homes, withdrawal management 
facilities, criminal justice, and other hospitals. Individuals of all ages who are in crisis may call 
911 and be advised to present to the ED. 
Participants in the study described the environment in the ED as both a physical 
environment and an atmosphere. The physical environment was characterized by the participants 
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as noisy, crowded, and lacking in resources and staff. The participants became emotional when 
they spoke about the atmosphere in the ED, describing it as chaotic, unpredictable, and unsafe. 
Participants believed that the environment in the ED undermined their ability to deliver care 
based on best practices to mental health patients and lead them to feel frustrated, sad, defeated, 
and scared.  
As the participants described their experiences, three subthemes reflecting the nature of 
the environment in the ED emerged to support Theme 1: 1a) barriers to providing care,  
1b) safety, and 1c) vision for change. The subthemes focused the description of the environment 
in the ED and lead to an enhanced understanding of the lived experiences of ED nurses who care 
for patients with mental health concerns.  
Subtheme 1a: Barriers to Providing Care 
This subtheme centred on the participants’ descriptions of the barriers to providing care 
in the ED environment. Participants identified multiple barriers to providing care to mental 
health patients: lack of interview rooms, safety rooms, and private spaces; wait times for beds; 
and wait times to be seen by the mental health nurse and a psychiatrist. Participants believed that 
even though mental health patients needed to be on the mental health floor, because there were 
no beds, they remained in the ED, which was basically a holding pen for them.  
One participant summarized what things would look like in a perfect world: 
We would triage them safely and then get them into one of the family rooms, they would 
be able to talk with a physician, the mental health team, or psychiatrist and immediately 
go down to mental health, and we have stopped the emergency and started the process of 
care. (Participant 39) 
 
Participants described the impact of such barriers as the limited number of beds and 
private spaces on overcrowding in the ED, patient escalations, privacy, and nurse-patient 
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engagement. The lack of beds on the mental health floor affected the transfer of mental health 
patients out of the ED and lead to the overcrowding of mental health patients.  
One participant commented on the belief of the general public that they could come to the 
ED and be admitted to the mental health floor right away. This participant believed that this 
misunderstanding encouraged more people to come to the ED and added to the demand for beds 
and mental health services in the ED. The participants were focused on the limited number beds, 
and one participant expressed that when beds did become available on the mental health floor, 
formed patients took precedence over voluntary patients. The participant felt that this practice 
would deter voluntary patients from coming to the ED for help. This participant also observed 
that individuals with chronic mental health issues kept being admitted and felt that they were 
taking beds away from patients with acute mental health issues. 
For individuals coming into the ED with crisis workers, their experience was less anxiety 
provoking because the crisis workers understood the process in the ED. 
Regardless, one participant wondered: 
New people presenting in the ED must feel a bit apprehensive coming to terms with their 
mental illness, still it must be relieving, I’m sure they are wondering if they are going to 
get the help or if they will see people they know. (Participant 31) 
 
Participants described the atmosphere in the ED as overwhelming, chaotic, stimulating, 
noisy, busy, boring, and unpredictable. As one participant shared, “We can’t control the 
environment, it changes all the time, one patient is having a crisis, another patient will feed off 
that and their crisis will become enhanced, now we have two situations.” (Participant 37) 
The limited number of beds and lack of private spaces had a detrimental impact on the 
atmosphere in the ED. Participants described frustration and anxiety, and they expressed being 
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afraid that the overcrowding of mental health patients in the ED would lead to aggression and 
violence.  
One participant commented: 
Patients will be like, what are you guys are doing for me, you’re not helping me .... If I 
(their nurse) were in the hall seeing the kind of things like they see, people screaming, 
police all the time, they can be very triggering, they come on their own, we put them on a 
form, they’re like if I knew you were going to do this me I wouldn’t have come. 
(Participant 39) 
 
The lack of private spaces was a concern for one participant, who expressed that people 
who come in for the first time do not ever want to come back. The participant felt that this 
sentiment was especially true for first responders, noting that “paramedics, police, firefighters, 
nurses and physicians come in with issues and there’s no privacy. Everyone knows, you can see 
on the tracker why you’re there.” (Participant 36) 
One participant stated the limited number of beds and lack of private spaces had an 
impact on patient confidentiality, and explained that mental health patients may become agitated 
and act out when something happens. The participant described not being able to get the privacy 
curtains out in time to block copatients’ views and people taking videos and commenting on 
Facebook.  
One participant, self-described as being an advocate for mental health patients, shared 
this sentiment: 
Someone is in one of the psych rooms and is yelling the whole time, I just say, “Look 
they’re very sick too, they’re sick like you.” I don’t want them to make fun of them or to 
judge them. They’re sick, too, and they’re here for a reason. (Participant 30) 
 
For some participants, the lack of private spaces was a barrier to nurse-patient 
engagement. One participant frustratingly stated, “How do you ask a patient, ‘Do you feel like 
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you want to kill yourself?’ when you’re standing in the hallway and someone is sitting close 
by?” (Participant 41) 
As the participants shared their experiences, it became apparent that they were less 
optimistic about maintaining control over their workdays and identified the environment in the 
ED as undermining their ability to care for mental health patients. One participant said, “I’m not 
saying it is the environment for them, but it’s the only environment they can go. Once they get to 
the floor, it is a better environment as the nurses are specialized in taking care of them.” 
(Participant 30) 
This subtheme focused on the physical and atmospheric barriers in the ED and their 
direct impact on the ED nurses’ ability to provide care to patients with mental health concerns. 
The second subtheme supporting Theme 1 focused on safety and the ways that elements in the 
environment in the ED influenced the participants’ perspectives of their personal safety and 
emotional health.  
Subtheme 1b: Safety 
The participants focused their attention on maintaining their personal safety in the ED, 
which they characterized as chaotic, unpredictable, and unsafe. The participants described being 
exposed to potential emotional and physical violence on a daily basis. Participants interpreted 
their personal safety as their physical and psychological well-being, which was reflected in their 
interactions with mental health patients, coworkers, security guards, and the police. The 
participants’ physical and psychological well-being was identified in the coping strategies that 
they used to maintain their personal safety. Most participants were concerned for their physical 
safety either from direct patient aggression or as the result of a combination of factors in the 
environment of the ED.  
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One participant stated: 
If I was working in the mental health area, I’d say 90% of the time, there would be a 
situation where I would feel unsafe, and it’s not always mental health patients, I feel fine 
with them, but then I go into the room with security and that worries me because I’m 
worried what security is going to say that may set the patient off. (Participant 35) 
 
One participant shared that there were unsafe areas in the ED where no one could see or 
hear what might be happening. This participant spoke of being threatened and described the 
experience as terrifying. Several participants mentioned anxiety and fear as their predominant 
emotions.  
One participant reported, “Every time there’s violence, it starts with yelling, [and] as 
soon as the patient raises their voice, the nurse is on high alert. We’re the frontline nurse; we’re 
the point of care.” (Participant 37) 
The participants also remarked that the lack of safe rooms and too few spots for stretchers 
close to security placed pressure on nurses to decide the least aggressive patients to transfer from 
safe rooms to the hall. The changeable environment and lack of resources increased the risk of 
unsafe situations occurring, making it difficult for the participants to maintain their safety and 
manage the care of mental health patients.  
One participant described the situation: 
It’s a risky time; you can’t keep an eye on everyone. Then someone comes in with police 
who needs restraints, the challenge is you have two aggressive patients in rooms and now 
there is a third patient, which patient do you move out into the hallway which is already 
overcrowded, which will be safe for them, for other people. (Participant 38) 
 
Participants shared their beliefs about the potential for violence when caring for mental 
health patients. One participant described anticipatory anxiety resulting from the fear of being 
assaulted by mental health patients. The participant commented that this fear prevented them 
from engaging in therapeutic relationships. Another participant felt that the mental health 
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patients’ illness caused them to be violent and aggressive and that even though they really did 
not mean it, they continued to believe that it was just a matter of time before a nurse would be 
injured because the environment in the ED had become increasingly violent and chaotic.  
Participants identified the heightened potential for violence in the ED when security 
guards were involved. Participants described situations when security guards talked down to 
mental health patients as if they were children. Participants shared being worried about what 
some security guards might say, and they reported that the security guards were disrespectful at 
times and made some situations worse.  
One participant stated, “Some of the security are amazing, there are a couple of [security 
guards] perfect for the job, so good, then there are some that are just awful and amp people up.” 
(Participant 31) 
Another participant said, “For mental health, they [security] are not trained adequately; 
they do the best they can, their main goal is to protect, protect the nurses, and protect the patients 
from themselves.” (Participant 37) 
Although the majority of the participants expressed concern about the behaviours of some 
of the security guards in relation to their feelings of personal safety, two participants shared that 
they usually felt safe because of the presence of police and security guards. 
All 12 participants described the environment in the ED as unpredictable, meaning that a 
day that was going smoothly could change quickly if individuals presented in the ED while 
experiencing acute mental health crises. The participants’ feelings of anxiety were elevated when 
security guards and the police were involved in deescalating mental health patients who were in 
crisis, and they described being afraid about how things would turn out.  
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During times when patients were violent and aggressive, all male nurses were called on 
to intervene. One participant questioned this practice and questioned if there was a role for 
nurses at all in restraining patients because they were not the police or corrections officers. 
Participants held conflicting beliefs about their role in the restraint of mental health patients that 
lead to tension and strain affecting their physical and psychological well-being during times 
when the potential for aggression and violence was acute.  
One participant described witnessing mental health patients being mistreated and 
described seeing people assaulted by police officers and security guards during deescalations. 
Participants repeatedly asserted that security guards needed to be screened and trained in 
working with mental health patients.  
One participant shared: 
They come in calm and cooperative, then things changed, what changed was their 
exposure to the environment, this emergency department. It feels hopeless sometimes, 
when you have multiple shifts where you have to restrain people, getting verbally 
berated, or people are aggressive, because of the environment. (Participant 34) 
 
Two participants reflected on how being on the front line in the ED placed them in a 
position of assuming increased responsibility as advocates for the safety of mental health 
patients. One participant described experiencing increased stress when having to ensure that 
mental health patients in crisis did not leave the ED before being assessed by the physician in 
ED.  
Another participant had to advocate for mental health patients on a case-by-case basis to 
ensure that they were being assessed by the ED physician in a timely manner. The participant 
said, “I watch doctors bring charts from behind forward, they’re like, ‘Oh what is it? ‘It’s mental 
health.’ ‘Oh, I just can’t do that right now, I don’t want to do that right now.’ ” (Participant 33) 
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The participants felt the need to be advocates for the safety of mental health patients; 
however, this advocacy often proved difficult in situations where they were not in control of their 
coworkers’ behaviours or decision making, and it had a negative impact on their psychological 
well-being.  
Participants described the coping strategies that they used to maintain their personal 
safety. Most of them agreed that they would reach out to coworkers first because they were 
always there, they understood, and they were their best relief. Some participants felt safe because 
security personnel were present, and they thought that security were a resource that was there to 
help. One participant commented that certain ones (i.e., security guards) were good and that if 
the person was completely violent, it was good to have them on site to assist. Other participants 
were aware they could access various resources in the hospital: the mental health nurses, the 
management team in the ED, counselling services, and occupational health. For one participant, 
feeling safe meant filing an incident report because someone would ask about the incident. The 
participant believed that they were feeding into the statistics, whereas other participants could 
not identify any supports and disclosed that they felt alone and unsupported. 
One participant described going home feeling defeated and sad, stating that “we’re 
expected to take care of the most fragile people, and we’re not taking care of ourselves.” 
(Participant 33) 
The focus of Subtheme 1b supporting Theme 1 was the participants’ experiences of their 
own personal safety and the ways that they coped with threats to their physical and psychological 
well-being in the ED environment. In) Subtheme 1c supporting Theme 1, vision for change, the 




Subtheme 1c: Vision for Change 
The participants expressed their hopes for the future through the changes that they wished 
to see in the environment in the ED. All participants spoke about wanting to provide a safe 
environment for mental health patients that would not add to their level of distress. 
Participants identified very few situations that worked out well in the ED, and they 
shared that positive outcomes were contingent on the availability of resources and cooperation 
among ED staff and other departments in the hospital. One participant described an occasion 
when a first-time user of mental health services presented in the ED, was assessed, saw the 
mental health nurse and the psychiatrist, and was admitted to a bed on the mental health floor. 
This person waited 2 hours in the ED and was talking to someone about their mental health 
concerns every 20 minutes.  
Another participant described another situation in the ED: 
An individual who presented to the ED who had been smoking Fentanyl for a year, and 
was at the end of their rope. The ED physician and the pharmacist in the hospital were 
able to get Suboxone ordered, and this relieved the patient’s withdrawal symptoms. We 
were able to connect them with a community resource and family for support. We were 
able to give them what they needed, that was a good shift. (Participant 40) 
 
The numbers of occasions where things went well were infrequent, and the majority of 
the participants continued to focus on the changes that they wished to see in the environment in 
the ED.  
One participant described a separate facility, one in which individuals received long-term 
care, as “a kind of institutionalization, community living, supportive, inclusive, a holistic 




Some participants spoke of wanting an entire wing of the ED dedicated to mental health 
that would be a more positive and conducive space for therapeutic communication. For some 
participants, their vision for change meant a separate mental health ED, with a different triage 
method, where mental health patients under the age of 16 years would not come through the ED, 
but would have two beds held for them as direct admissions. Participants envisioned an 
environment that was private and quiet, where the lights were not on all the time; had more 
safety rooms and spots for stretchers close to security; and had a social worker on staff to help 
individuals needing a place to stay.  
One participant described a facility devoted to caring for people with mental health and 
substance use: 
Instead of coming to the emergency room, patients would go to a mental health rehab 
centre, everything under one roof, nurse A would follow them through their whole visit, 
social workers and mental health nurses would be added, and when ready to go home, 
places for them to stay would be arranged, they still could come back for counselling, and 
if they had another crisis down the road they could come back to the same place where 
there is a history and everyone knows them. (Participant 37) 
 
For the majority of participants, their hopes for the future were linked to the changes that 
they wished to see with security guards in the ED. Participants repeatedly asserted that the 
security guards needed to be screened and trained to work with mental health patients and that 
they needed education on therapeutic communication and deescalation strategies. All participants 
hoped for a safe environment in the ED. One participant stressed the need for an environment 
where nurses were not at risk because of unsafe spaces in the ED, and another participant wanted 
to have police officers assigned to the ED for 12-hours shifts.  
One participant’s vision for change meant understanding why people kept coming back to 
the ED. The participant believed that more attention needed to be paid to prevention and long-
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term solutions, and described the current response as a Band-Aid solution because the number of 
individuals coming to the ED for mental health concerns kept rising. The participant explained, 
“Something has fundamentally changed in the last 2 years; we can’t keep up, it’s absolutely 
getting worse, and we’re just not equipped for it.” (Participant 40) 
Another participant said: 
Mental health needs its own emergency room, that is private, a different triage; people 
don’t need to sit in the waiting room, especially people with social problems and 
anxieties. How can you not be anxious, waiting in a room full of people, not knowing 
when you’re ever going to be seen? (Participant 41) 
 
Theme 1 centred on the environment in the ED as the milieu in which ED nurses cared 
for mental health patients. Participants identified multiple barriers to providing care and 
expressed concerns for their personal safety in the environment in the ED that directly impacted 
their ability to care for patients with mental health concerns. Participants’ hopes for the future 
were evident in the changes that they wished to see in the environment in the ED. Theme 2 
focused on mental health patients in the ED and ED nurses’ understanding of the mental health 
population whom they were serving.  
Theme 2: Mental Health Patients in the ED 
Theme 2 centred on the participants understanding of the mental health patients who 
were coming to the ED. Participants reported that mental health patients from diverse 
backgrounds and with unique needs were presenting to the ED in increasing numbers.  
One participant commented: 
 [Mental health] is anywhere in the ED, the number of Form Ones and health issues we 
have in the ED and in our city, you’ll see it in the trauma room, in the paediatric area, in 




Alcohol and drugs were identified by the participants as having a negative impact on the 
health and lives of individuals presenting to the ED. Participants described the complexity of 
caring for individuals coping with comorbid mental health and addiction issues. Participants 
found it difficult to balance effective care when looking after mental health and medical patients, 
and they described feeling pulled in different directions because of competing demands for their 
attention. Participants reported that the availability of resources in the hospital and community 
settings influenced their ability to provide optimal care to mental health patients. These 
influences became apparent in the experiences described by the participants and emerged in the 
three subthemes supporting Theme 2: 2a) mental health and addictions, 2b) mental health 
patients and medical patients, 2c) and lack of resources in the hospital and in the community. 
Subtheme 2a: Mental Health and Addictions 
In Subtheme 2a supporting Theme 2, the participants focused their attention on the 
impact of mental health and addictions on the health and lives of mental health patients 
presenting to the ED. One participant described individuals coming to the ED as experiencing a 
variety of mental health concerns: anxiety, depression, suicidal ideation, posttraumatic stress 
disorder, schizophrenia, and multiple personality disorder. Adding to the complexity of caring 
for individuals coping with mental health and addiction issues was the impact of homelessness.  
One participant reported, “In the winter, it is always backed up in emerg, always really 
full, you see people coming in who need a place to stay.” (Participant 31) 
As the participants shared their descriptions, it became apparent that they perceived that 
the increase in substance use by individuals with mental health issues was having an overall 




One participant explained: 
Lately, I’ve found the combination of mental health issues and addiction together is 
awful. It’s the most common thing I see now when people are coming in completely 
psychotic or severely mentally ill people who need to be on medication, who have lost 
their way, because they are addicted to other drugs. (Participant 35) 
 
The increased availability of cheap drugs like Flakka (a bath salts drug) and Purple Down 
(similar to cheap heroin) was identified by one participant who was concerned about the 
dangerous drugs being brought into the city by gangs. Another participant commented: 
We’re doing alcohol panels and drug tox on everybody, it’s just this environment and it’s 
the city, people are taking multiple drugs, as a coping mechanism and have a history of 
mental health, they’re not taking their medication properly or they’re taking drugs or 
alcohol with their medication and then you get this psychosis. (Participant 33) 
 
The evolution of substance use was important to understanding the impact of alcohol and 
drugs on the lives of mental health patients coming to the ED.  
One participant said: 
Nowadays, it’s a combination of pot, alcohol, crack, huffing, ecstasy, Fentanyl based 
pills, there is so much out there, now we’re at the point where they are huffing hairspray 
putting hand sanitizer into orange juice and drinking a bottle of Kelly’s, you can’t help 
them because they have spiralled too far. (Participant 37) 
 
Participants found that the increased use of alcohol and drugs by mental health patients 
contributed to the complexity of their care and increased the acuity of mental health 
presentations to the ED. One participant described the presentations as “a high population of 
people presenting in ED with suicidal ideation, overdoses, drug abuse, drug induced psychosis, 
chronic psychosis, relapsed schizophrenia, and noncompliant patients.” (Participant 41) 
Participants agreed that the treatment of individuals using drugs and presenting to the ED 
with symptoms of drug-induced psychosis was hampered by their agitated state. In addition, 
when they refused to provide urine samples, the identities of the ingested drugs remained 
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unknown, complicating treatment protocols. Participants reported that substance use by 
individuals making suicidal threats delayed their treatment because they (i.e., the patients) had to 
be sober to be assessed properly.  
One participant said: 
Mental health and addiction are two-fold, people come in under the influence of alcohol 
or drugs, they just want to die, they feel hopeless, there’s a term at work it’s called 
“drunkacidal,” and it’s cruel, but it is accurate because as soon as they are sober up, 
they’re like, “No I’m fine. (Participant 40) 
 
This participant believed that even though the mental health patients’ true feelings were 
revealed when under the influence of a substance, the window of opportunity to help was lost 
because treatment was delayed by the wait time needed for the patients to sober up. The wait 
time for assessment was frustrating for the ED nurses and for these individuals because they 
were not admitted; rather, they were held on a form waiting to be interviewed by the mental 
health nurse or the psychiatrist.  
Participants described feelings that ranged from empathy to frustration when caring for 
individuals coping with comorbid mental health and addiction issues. For some participants, 
empathy and understanding grew as the result of having family members dealing with mental 
health and addiction issues. However, one participant expressed frustration at wanting to help the 
patient but sometimes feeling that the patient did not want to help themselves. Attitudes about 
addiction remained unchanged, according to another participant, who stated that it was still not 
viewed as a health problem and believed people were blaming them (i.e., the mental health 
patients) and not equipping them to understand that it was an illness.  
The participant said, “I guess there’s a stigma, we have acronyms for them, we call them 
frequent flyer because they’re here a lot and HBD [has been drinking].” (Participant 33) 
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Under Subtheme 2a supporting Theme 2, the participants described their lived experience 
of caring for patients with comorbid mental health and addiction issues. Participants noted an 
increase in individuals presenting to the ED under the influence of alcohol and drugs, making 
suicidal threats, self-harming, and exhibiting symptoms of psychosis. In Subtheme 2b, the 
participants focused their attention on the challenges that they faced caring for mental health and 
medical patients. 
Subtheme 2b: Mental Health Patients and Medical Patients 
Subtheme 2b in support of Theme 2 centred on the participants’ descriptions of 
differences between mental health and medical patients. Participants shared that caring for 
mental health as well as medical patients complicated the treatment of the mental health patients. 
Participants described feeling unequipped to care for mental health patients because of their lack 
of training and education in mental health.  
It became apparent in the descriptions provided by the participants that they believed that 
mental health and medical patients were different and needed to be treated differently. 
Participants shared that even though emergency nursing involved a bit of time dealing with 
patients with mental health issues, they spent more of their time on critical medical concerns 
such as heart attacks, strokes and traumas.  
One participant remarked: 
Medical patients are more independent, they can sign themselves out, you treat them in a 
different way, and your boundaries are different. Mental health patients, they’re here for a 
different reason, you can’t have the same interactions with them, it’s more difficult. 
(Participant 38) 
 
Another participant explained: 
With mental health, there is no physical thing to fix, so if I have a surgical patient they’re 
going to get more of my attention than a patient who’s on a form. Because I can’t talk to 
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them, I don’t know what things to say and what things not to say; in emergency, we have 
no [mental health] training, no courses, there is nothing offered to ED nurses, we are 
focused on patching people up and sending them on their way. (Participant 37) 
 
Several participants commented that in a perfect world, they would care for either all 
mental health patients or all medical patients. They believed that having a mix of the two meant 
that they had to think and talk differently, and had to switch gears a lot.  
One participant stated: 
You have a little old lady, and then you have a patient with drug-induced psychosis who 
is being restrained, and is screaming and yelling. How you go back and forth between 
these two types of patients. So maybe this little old lady sees everything, and she is 
horrified. (Participant 36) 
 
Time was viewed as a limited resource and a constraint when caring for mental health 
and medical patients. As one participant explained, “Someone is there for depression or for 
suicidal ideation and could benefit from a therapeutic conversation, or just some time, but you 
don’t have the time because you’re trying to stabilize someone who is physically unwell.” 
(Participant 32) 
In Subtheme 2b supporting Theme 2, the participants explained how mental health and 
medical patients were different, and they described feeling pulled in different directions when 
caring for both types of patients because of competing demands for attention. Participants 
disclosed that they lacked confidence in caring for mental health patients because of their lack of 
education and training in mental health. Regarding Subtheme 2c), the participants described 
caring for mental health patients in settings with limited resources.  
Subtheme 2c: Lack of Resources in the Hospital and the Community 
 In Subtheme 2c supporting Theme 2, the participants focused on the needs of mental 
health patients and noted that the lack of resources in the hospital and in community settings had 
69 
 
a direct influence on their ability to care for mental health patients. Participants described the 
diverse needs of mental health patients and contended that more resources were needed in the 
hospital and community settings to meet their needs. Participants used their own internal 
resources, particularly their therapeutic use of self, in an attempt to offset the lack resources in 
the hospital.  
One participant described attempts at caring for mental health patients: 
By treating people with respect, listening to their stories, as much as I can and offering 
 them comfort, you know things that I can actually control, then that’s what I do because 
that’s all I can do, in the environment. (Participant 40) 
 
One participant viewed families as a support and a resource for mental health patients 
when they perceived community resources to be lacking, noting that “having family there is 
good for the most part, those, people that keep you grounded, or from having mental health 
breakdowns. That’s one of the most important things in a mental health patient’s world.” 
(Participant 31) 
Although mental health nurses were identified by the participants as being beneficial, 
they also were viewed as a limited resource in the ED. 
One participant explained: 
I wish there was more [mental health] nurses on at a time, patients just want someone to 
listen to them, we don’t have time, then they go with the mental health nurse they come 
back as a completely different person because they have been able to talk with someone. 
(Participant 35) 
 
Participants described being at a disadvantage in providing information to mental health 
patients because their knowledge of mental health resources in the hospital and community 
settings was limited. One participant shared, “I can’t give them that information because I just 
don’t know; I think I’m dependent on the mental health team.” (Participant 32) 
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Participants asserted that resources were needed in the hospital setting to address the 
basic needs of mental health patients, such as the ability to have such a shower and to have food 
on hand for patients admitted during the night, and the need for education on deescalation 
strategies and therapeutic communication for security guards and education and training in 
mental health for nurses in the ED. 
Participants described two resources in the community that supported the care of mental 
health patients. They identified the community crisis response service as being beneficial 
because the crisis workers assisted first-time users of mental health services in the ED and, if 
possible, diverted presentations to the ED by referring people to outpatient services. One 
participant described the local Street Outreach Service as “pretty good, a great resource they get 
people somewhere safe, but they only run from 2 p.m. to 2 a.m.” (Participant 31) 
Participants expressed concern about the lack of community resources for individuals 
who presented to the ED seeking help for substance use. Participants described the pressing need 
for beds at the local Detox for individuals abusing alcohol and drugs. 
One participant stated: 
Detox is just a place to go for people to sleep it off and then out the next day, it’s like a 
revolving door, and believed the resources at Detox were being used by people that are 
abusing the system. (Participant 37) 
 
Most participants echoed the same concern that acute frontline services for individuals 
abusing alcohol and drugs were stretched thin.  
One participant remarked: 
There is not enough beds at Detox and if there are, the person may be barred, so it’s a 
revolving door in emerg because they’ve either burned their bridges with an addiction 




Another participant noted that there were few alternatives for individuals if they did not 
get a bed at Detox. The participant added that although they were not well versed on supports in 
the community, from their own experience, they believed, “For people who are depressed or 
have addictions, someone waiting to get into rehab, they’re waiting 6 months. Hope they don’t 
overdose before then.” (Participant 35) 
The three subthemes supporting Theme 2 provided descriptions of mental health patients 
coming to the ED and the experience of ED nurses in caring for patients with mental health 
concerns. ED nurses’ experiences with moral distress are explored under Theme 3. 
Theme 3: Nurses in the ED in Moral Distress  
Theme 3 focused on ED nurses’ experiences of moral distress and the ethical dilemmas 
that they faced while working in the ED. Although the participants did not use the exact phrase 
of “moral distress,” they shared feelings of hopelessness and demoralization because they 
believed that they were unable to care for mental health patients in ethically responsible ways. 
 Participants described feeling worried and distressed about mental health patients being 
discharged directly from the ED.  
One participant shared: 
Sometimes they get discharged right from the ED. What a waste, what did we do for 
them? Why did they need to be admitted, if all they needed was to see the psychiatrist for 
20 minutes once a day for 3 days? (Participant 36) 
 
Another participant stated: 
 
You feel so bad about discharging people in the middle of the night, we don’t have 
enough resources to help everybody, they come in they don’t have a house, a safe ride, 
they don’t even have shoes, how are they going to leave here. (Participant 31) 
 
The participants felt pressured to keep things moving in the ED. As one participant 
explained, “If you’re going to get through to someone who is in a depressed or psychotic state 
72 
 
you need time, and you don’t have time in the emerg, so you’re going to avoid that 
conversation.” (Participant 35) 
Another participant remarked: 
You’re working in the paeds area, under 16, you have five kids already, and another 
coming through triage with mental health, you only have one private area, you have to 
keep things moving, you can’t have wait times, you don’t get to sit down and talk to kids, 
and kids are more willing to talk, they want someone to trust and you don’t get the time. 
(Participant 35) 
 
Participants described feeling anxious and stressed having to work in an environment 
quite different from the one that they envisioned for themselves and mental health patients. A 
source of moral distress for the participants was observing mental health patients in distress who 
were admitted to hospital on a Form One.  
One participant explained: 
A lot of patients shut down as soon as they are placed on a form because of the 
environment. They’re dehumanized, now they have to get naked, they can keep their 
socks and underwear, but we are going to take everything else away. This wasn’t what 
they were expecting, they can’t appreciate why we’re doing it, they just feel it’s a 
violation. (Participant 40) 
 
Participants spoke of the vulnerability of mental health patients and asserted that having 
to administer physical and chemical restraints, as well as remove a mental health patient’s 
clothing and belongings, was sometimes the worst part of the job. Participants described feeling 
conflicted and uncertain in their efforts to ensure the safety of mental health patients while also 
trying to protect their rights and dignity at the same time. Participants were cognizant that many 
mental health patients had been through trauma, and they felt awful for them and believed having 





One participant noted: 
I don’t like putting people in restraints, nobody likes it, it’s a safety thing, and they’re at 
risk for harming themselves and others. It is not a good feeling; it affects your 
relationship with this patient for the rest of your shift.  (Participant 38) 
 
Another participant commented: 
 
When someone gets escalated, then they end up in restraints and then you wonder can I 
take them off? I don’t want anyone to get hurt and I don’t want them to get hurt. It’s their 
humanity, you can’t keep someone locked in a room, they have to go to the bathroom, but 
the bathroom is down the hall where there are other patients, how does someone go to the 
bathroom when they’re like that, no one has ever told us, what’s the right way to do that? 
(Participant 36) 
 
The ED nurses coped with their feelings of moral distress as they sought support from 
coworkers as well as the management in the ED and occupational health; however, they 
continued to feel less resilient and were less optimistic that things would improve for themselves 
and their mental health patients in the ED.  
Participants shared they had been offered no mental health training or courses while 
working in the ED and that this lack of education contributed to their not feeling competent to 
care for mental health patients while adding their moral distress. The lack of training and 
education in mental health undermined the ED nurses’ knowledge and skill set in mental health 
and contributed to situations when the participants viewed mental health patients through a 
stigmatizing lens. 
One participant was concerned about the care of mental health patients when mental 
health nurses were not available in the ED. This participant claimed that when a mental health 
nurse was not on shift, it was a lot worse for the mental health patients. The participant stated, 
“They now had to interact with emerg staff, who were not comfortable dealing with it as they 
didn’t see it as being sick.” (Participant 30) 
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Another participant volunteered that they used acronyms like HBD (has been drinking) or 
a term like “frequent flyer” when mental health patients were in the ED a lot and “drunkacidal” 
to denote individuals who had come in under the influence of alcohol or drugs and had 
threatened to harm themselves. One participant described the area in the ED where admitted 
mental health patients sat on stretchers across from security and shared that although it was not 
verbalized, everybody knew that it was the “crazy hallway.” 
Participants agreed that education in mental health was needed for ED nurses to enhance 
their understanding of mental health and illness and to foster empathy. Participants believed that 
more education was needed on deescalation strategies, therapeutic communication, mental health 
resources in the community, a refresher in nonviolent crisis intervention, and more support for 
staff and debriefings about mental health cases.  
One participant commented, “We need more training, to be able to understand people and 
come at people with a bit of mental health understanding would be so helpful.” (Participant 31) 
Another participant clarified that ED nurses “lack education on therapeutic 
communication, we’re expecting the mental health team and Psych to build those relationships, 
when we're with them 12 hours at a time.” (Participant 33) 
In support of Theme 3, the ED nurses described facing dilemmas on a daily basis that 
contributed to their feelings of hopelessness and demoralization as they cared for mental health 
patients. One participant expressed feelings that were shared by other participants in the study by 
stating, “You’re trying to do your job, but you’re unable to for any number of barriers in that 





Summary of Findings 
van Manen (2016) stressed that the goal of phenomenological research is to remain 
oriented to ask one question: What is the nature of this phenomenon as an essentially human 
experience? The 12 participants in the study endeavoured to answer one research question: What 
are the lived experiences of nurses in the emergency department caring for patients with mental 
health concerns? Three themes emerged from the analysis of the interview responses: Theme 1: 
The environment in the ED, Theme 2: Mental health patients in the ED, and Theme 3: Nurses in 
the ED in moral distress. 
 Participants identified that the environment in the ED directly impacted their ability to 
care for mental health patients because of lack of resources, the limited number of beds and 
private spaces, issues with security, and unsafe areas in the ED. The wait times for beds and the 
overcrowding of mental health patients in the ED contributed to the potential for escalations and 
violence, and to ED nurses feeling overwhelmed, anxious, and scared.  
Participants shared that mental health patients were presenting to the ED under the 
influence of alcohol and drugs in increasing numbers, a situation that was contributing to the 
complexity of care because of drug-induced psychosis, overdoses, and threats of self-harm. 
Nurses described feeling unequipped to manage the acute mental health presentations and to care 
for unstable medical patients. Meeting the needs of mental health patients was a challenge 
because the participants identified that resources were lacking in the hospital and community 
settings. 
Participants did not use the term moral distress, but they did report feeling hopeless and 
demoralized as they cared for mental health patients in the ED. Participants faced many ethical 
dilemmas on a daily basis while providing care to mental health patients. Participants identified 
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having to restrain mental health patients and remove their belongings as often being the worst 
part of the job. They feared that they were traumatizing mental health patients all over again 
while trying to keep them safe.  
The nurses also identified multiple ethical dilemmas: issues with security guards 
disrespecting mental health patients and security guards and police assaulting patients when 
deescalation was required, instead. Participants advocated for the safety of mental health 
patients; however, it proved difficult in situations when they were not in control of their 
coworkers’ behaviours or decision making. Participants shared they had not received any 
additional education in mental health and illness while in the ED and that this lack of education 
contributed to their not feeling confident in their ability to provide care based on best practices to 
mental health patients as well as their moral distress. 
The three themes reflected a milieu in the ED where participants experienced limited 
control in an unpredictable environment, combined with the acuity of mental health patients 
presenting to the ED. The ethical dilemmas faced daily by the participants contributed to their 
feelings of hopelessness and demoralization. All 12 participants demonstrated a genuine 
commitment to caring for patients with mental health concerns, and by sharing their experiences, 
they hoped that the care of mental health patients would improve. Any hope for the future was 
expressed by the participants in the changes that they wished to see in the ED: more screening 
and training of security guards to work with mental health patients, education in mental health 
for nurses working in the ED, a separate area in the ED for mental health, a private triage area 
for mental health, the holding of two beds for the direct admissions of children under the age of 
16 years, or a separate facility focused on treating mental health and addiction.  
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The participants’ experiences were relatable as essential human experiences, and the 
sharing of their experiences of caring for patients with mental health concerns will contribute to 
the findings, which have the potential to improve the delivery of mental health services in 
general and in the ED in particular. Findings in relation to the current literature are reviewed in 
Chapter Five. Also included in the final chapter are implications for further research and the 
improvement of health care services. 
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CHAPTER FIVE: DISCUSSION 
A sample of 12 ED nurses candidly shared their experiences of caring for patients with 
mental health concerns. Their personal narratives contributed to the findings of this study. Three 
themes emerged from the analysis of the participants’ interview responses: environment in the 
ED, mental health patients in the ED, and nurses in the ED in moral distress.  
van Manen (2016) posited that “phenomenological description is always one 
interpretation and can never exhaust the possibility of yet another complementary or even 
potentially richer or deeper description” (p. 31). Positioning the findings of this study within the 
context of the current literature underscored the relevance of the findings because the researcher 
found few qualitative Ontario studies on the lived experiences of ED nurses who care for patients 
with mental health concerns. Plant and White (2013) asserted that exploring the experiences and 
needs of ED nurses could impact the delivery of quality nursing care for patients with mental 
health concerns.   
The strengths and limitations of this study, along with recommendations relevant to 
education as well as clinical and policy enhancements, are embedded in the following discussion. 
The findings shed light on the lived experiences of ED nurses who care for patients with mental 
health concerns, highlighting their potential to contribute to nursing’s substantive body of 
knowledge and enhance the provision of care to mental health patients in the ED. Discussion of 
each of the three themes follows.  
Discussion of the Themes 
Theme 1: Environment in the ED 
The review of the literature facilitated an overview of the demographics, historical 
changes, stigma, barriers to care and strategies for management related to mental illness, and 
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mental health services in the ED. This broad review identified multiple factors that set the stage 
for the current pressure on the delivery of mental health services in the ED. However, it was only 
through the participants’ willingness to share their experiences of caring for patients with mental 
health concerns in the ED that the essence of this unsettling reality became known. The 
importance of the environment in the ED to the experiences of ED nurses providing care to 
mental health patients cannot be overstated.  
The review of the literature identified multiple factors that have contributed to the 
increase in the number of individuals seeking mental health services in the ED. Tyerman (2014) 
asserted that the ED plays a key role in the continuum of care in mental health and illness by 
serving as the point of entry for individuals experiencing mental health crises (Kirby & Keon, 
2006). In 2010, the MOHLTC reported on the overabundance of individuals in Ontario who were 
coping with mental illness and required hospital ED care because they were unable to access 
community supports. Participants in the study described similar experiences by sharing stories of 
their struggle to keep up with the number of individuals seeking mental health services in the 
ED.  
The social determinants of health have had an influence on the demand for mental health 
services in the ED. It has been estimated that the poor quality of life and rates of premature death 
in Ontario were 1.5 times higher for persons with addictions and mental illness than for all 
cancers combined (Ratnasingham et al., 2012).  
According to hospital and OHIP records (as cited in Ontario’s Mental Health & 
Addictions Leadership Advisory Council, 2015), 
30% of emergency room visits for mental illness and addictions by people aged 16 years 
and older were by individuals, who have never been seen for such issues, suggesting, the 
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possibility of systemic failure as people’s needs should be identified and dealt with well 
before they reach a crisis that brings them to hospital. (p. 18)  
 
The literature reflected the findings gleaned from the current study: The participants 
spoke of an increase in the number of individuals presenting to the ED in crisis and seeking help 
for mental health and addiction issues. The needs of individuals with mental illness are complex, 
and researchers have asserted that because the system is incapable of sustaining the adequate 
mental health of persons in the community, this reality is contributing to an increase in 
psychiatric relapses (Bruffaerts et al., 2005; Gerson et al., 2009); an increase in readmission 
rates; and a rise in use of ED services (Lin & Lee, 2008; O’Brien et al., 2009). The findings 
aligned with the literature, with the participants indicating an increase in acute mental health 
presentations in the ED and sharing that they felt unequipped to manage the diverse needs of 
mental health patients.  Urbanoski et al. (2008) observed that the needs of individuals with 
comorbid mental health and substance use disorders may go unaddressed for several reasons: 
general distress and problem severity, lack of knowledge of where to go for assistance, 
stigmatization, low motivation, and dissatisfaction with previous experiences. 
The results of the current study indicated that the increased demand for mental health and 
addiction services in the ED did not align with the limited number of beds, lack of private 
spaces, and issues regarding security and unsafe areas in the ED. The limited number of beds and 
lack of private spaces contributed to overcrowding, patient escalations, breaches of 
confidentiality, and poor-nurse patient engagement. The Schizophrenia Society of Ontario (2008) 
reported that not enough psychiatric beds were available in the system to accommodate all 
persons who required admission to a mental health unit and that 57% of hospitals in Ontario had 
to hold persons in their EDs until inpatient beds became available. The findings suggest that the 
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ED nurses in the study were concerned that mental health patients were on display, patients were 
corralled in hallways in the ED while waiting for inpatient beds, and the limited number of beds 
and lack of private spaces in the ED contributed to overcrowding and patient escalation. The ED 
nurses also reported that patients who presented as calm and cooperative upon arrival in the ED 
changed when exposed to the ED environment: They became aggressive and often required 
physical and chemical restraints.  
Zun (2012) identified the major pitfalls in the care of psychiatric patients in the ED:  
The volume of psychiatric patients, the lack of psychiatric treatment for admitted 
psychiatric patients in the ED, inappropriate or negative staff attitudes, an inappropriate 
or inadequate medical clearance process, a lack of proper assessment of the level of 
agitation, the misplaced reliance on suicide risk assessments, and the lack of staff 
education to combat staff attitudes that impaired their ability to care for patients with 
mental health concerns. (p. 834) 
 
The ED nurses pointed out that protecting mental health patients’ privacy and 
confidentiality proved difficult because of the limitations imposed by the environment. 
Environmental values identified as necessary in the provision of mental health care in the ED are 
quietness, calmness, privacy, safety, and time (Crowley, 2000); however, the environment in the 
ED often is the opposite. The ED environment, which tends to be open, busy, and noisy, was 
designed initially for maximum observation of the greatest number of patients. Gordon et al. 
(2010) reviewed qualitative literature published between 1990 and 2006 that focused on the ED 
experiences of patients and the emotional impact of the emergencies, staff-patient interactions, 
wait times for families and patients in the ED, and the ED environment. Gordon et al. concluded 
that “the most significant issue was the care, or lack thereof, regarding patients’ psychosocial and 
emotional needs” (p. 82).  
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The participants in the current study reported similar experiences. They felt undermined 
in their ability to engage in therapeutic conversations and to be attentive to the needs of mental 
health patients because of overcrowding in the ED and the lack of access to private spaces. 
Gordon et al. (2010) echoed these findings by stating, “Good nursing care, as nurses having a 
caring approach, and providing explanations about what was occurring and putting patients at 
ease in a stressful setting” (p. 88).   
The results showed that pitfalls in the design of the ED hindered the participants’ ability 
to provide optimal care to mental health patients and placed the ED nurses at risk. The 
shortcomings in the design of the ED contributed to the development of unsafe areas where no 
one could see or hear what might have been happening. One participant had even been 
threatened. The lack of safe rooms and too few spots for stretchers close to security placed 
pressure on the ED nurses to decide the least aggressive patients to transfer from safe rooms to 
the hallway. Tyerman (2014) shared these observations, describing negative patient outcomes in 
the context of the poor environmental design of EDs, the lack of confidentiality, the considerable 
use of control interventions, and the lack of knowledge in mental health and illness. 
The participants felt the need to be advocates for the safety of mental health patients. This 
advocacy often proved difficult in situations when they were not in control of their coworkers’ 
behaviours or decision making. Although participants expressed concern about the behaviours of 
some of the security guards, a small number of them indicated that they felt safe because security 
guards and the police were present in the ED. However, the participants identified the heightened 
potential for violence in the ED when security guards were involved. The participants described 
situations when security guards talked down to mental health patients as if they were children. 
Participants shared being worried about what some security guards might say, and they reported 
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that the security guards were disrespectful at times and made some situations worse. One 
participant reported witnessing mental health patients being mistreated and seeing people 
assaulted by police officers and security guards at times when deescalation was necessary.  
Security guards fulfilled a necessary role in the application of restraints and the close 
observation required when using these control interventions (Tyerman, 2014). However, the 
nurses in the study described very busy situations in the ED when security guards often had more 
opportunity to interact with mental health patients in restraints and seclusion than their primary 
nurses did. Participants stated that when they were very busy with other patients requiring urgent 
care, they were limited in the amount of time that they could interact with their mental health 
patient in seclusion.  
Participants reported experiencing anxiety when they were not able to predict what 
security guards would say or do when interacting with mental health patients. They worried 
about how things would evolve. Tyerman (2014) reported that “role ambiguity occurred when 
support staff were used for observation” (p. 159). Security guards and ward clerks are frequently 
involved in the monitoring and evaluation of patients while in seclusion, and justifications for 
this practice have included nurses’ heavy workload, lack of staffing resources, and the amount of 
time required for close observation (Tyerman, 2014). 
It is difficult to surmise the factors that contributed to the security guards’ perceptions of 
individuals with mental illness. Misconceptions about mental illness and the corresponding 
stigmatizing attitudes have been evident in film and print media, where people with mental 
illness have been depicted either as homicidal maniacs who need to be feared or as people who 
are childlike in their perceptions of the world and are portrayed as possessing weak characters 
and being responsible for their mental illness (Gabbard & Gabbard, 1992; Wahl, 1995). These 
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findings were supported by Brockington et al. (1993) as well as Taylor and Dear (1980), who 
surveyed 2,000 English and American citizens who also believed that persons with severe mental 
illness should be feared, are irresponsible and childlike, and are unable to make decisions 
Conversely, the research literature has included many positive depictions of mental health 
and illness. Bell Canada’s Let’s Talk Campaign, for example, featured Clara Hughes, a well-
known Canadian athlete who shared her experience of depression to break the silence about 
mental health and illness. A recent evaluation of Bell Canada’s Let’s Talk Campaign by 
Harris/Decima suggested that between 2011 and 2015, the campaign was successful in 
decreasing stigma and increasing personal awareness of mental health and illness (Gratzer, 
2018).  
Participants asserted that the security guards needed education in therapeutic 
communication and deescalation strategies. They also needed to be screened and trained prior to 
working with mental health patients. The literature indicated that even though ED staff are 
professionals who are educated to understand mental health and illness, they still are influenced 
by society’s strong thoughts and feelings about these issues (Clarke et al., 2014; Croskerry, 
2000; Ross & Goldner, 2009).  
The results of the current study showed that alternatives to the present environment in the 
ED are needed. The participants envisioned a safe ED environment for mental health patients 
that would not add to their level of distress. Tyerman (2014) noted in an Ontario study that 
alternative models would facilitate mental health evaluation and treatment. 
Three models of care were highlighted in the literature. The first model, the most 
common in the United States, recommends that psychiatrists and mental health professionals 
consult patients in a medical ED; this model is cost effective and easy to implement (Zeller, 
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2010). Zeller (2010) also identified several disadvantages: Mental health treatment is delayed 
pending psychiatric consultation, and the model lacks a therapeutic physical environment and 
nursing knowledge related to mental illness. This model of care mirrored the current 
environment in the ED, the milieu where ED nurses care for mental health patients. 
Zeller (2010) indicated that the second model involves development of a dedicated 
mental health wing of a medical ED that ensures a quiet and calm environment within the ED. 
This mental health wing would be staffed by nurses and mental health professionals and would 
be conducive to focused psychiatric care (Zeller, 2010). Located within the medical ED, this 
mental health wing would give patients full access to medical and psychiatric services. 
Disadvantages of the model are that it has the potential to contribute to the marginalization and 
stigmatization of this patient population (Zeller, 2010). 
This model emphasizes many of the features envisioned by participants: an environment 
that is private and quiet, the lights are not on all of the time, there are more safety rooms and 
spots for stretchers in close proximity to security, and a social worker is on staff to help 
individuals needing a place to stay. Participants described a separate area in the ED for mental 
health, with a private triage for mental health, a police presence in the ED, and two beds held for 
the direct admission of children under the age of 16 years. 
The third model of care highlighted by Zeller et al. (2013) features a stand-alone PES that 
would function in collaboration with adjacent medical EDs. The PES unit would provide 
psychiatric evaluation and treatment, along with extended opportunity for observation and 
stabilization with access to outpatient services (Zeller et al., 2013). The goal of the PES is the 
stabilization of acute symptoms and, when possible, decrease the need for inpatient 
hospitalization. The main disadvantage of this model is the cost. The PES has been primarily 
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recommended in locations where EDs see a large number of acute psychiatric patients (Zeller et 
al., 2013). Tyerman (2014) recommended that an evaluation of the organization and the current 
structure of EDs be initiated to see if improvements could be made to address and enhance care, 
provide safety, and ensure confidentiality. The findings suggest that the ED nurses favoured the 
third model because it is better tailored to care for patients with mental health concerns.  
To decease the wait times for individuals requiring mental health assessments, the 
findings also indicate that more than one mental health nurse needs to be available per shift in 
the ED. The literature recognized the role of advanced practice nurses in the ED and highlighted 
the benefits to mental health patients and health care professionals in the ED. Clarke et al. (2007) 
investigated the role and function of PENs in five EDs in Winnipeg, Manitoba, Canada. Results 
indicated that the PENs in the study assisted with crisis interventions, assessments, and 
dispositions of patients with mental health concerns. The ED nurses and physicians provided 
positive feedback and expressed that the PEN program facilitated an enhanced spectrum of care. 
In one international study in Australia, Sharrock and Happell (2002) investigated the role of 
advanced practice nurses in the ED; examined the role of the PCLN; and confirmed the benefits 
of skilled mental health ED nurses working jointly with social workers, crisis clinicians, staff 
psychiatrists, and support teams. 
 Researchers in Australia studied the barriers and solutions to the provision of adequate 
care for ED patients with mental illness (Weiland et al., 2011). Thirty-six physicians and nurses 
from various Australian jurisdictions offered a variety of solutions, including improved 
resources, ED redesign, improved links to resources outside of the ED, and more educational 
opportunities in mental health for ED nurses and clinicians (Weiland et al., 2011). The barriers to 
providing effective care of mental health patients described by Weiland et al. (2011) in Australia 
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were similar to the barriers faced by ED nurses in the study. Weiland et al. also recommended 
ideas about the possible redesign of the ED: use of a behavioural assessment room, an ED mental 
health facility (colocated to the ED), and ED-based mental health clinicians. The researchers 
observed that mainstreaming mental health services appeared to have a minimal impact on EDs 
in Australia because optimal ED-based care of individuals with mental illness continued to be 
hindered by a dominant service model of care focused on acute physical illness and injury. 
Participants in the study cared for mental health patients in a similar ED environment one 
primarily focused on acute interventions and medical emergencies. Weiland et al. also noted that 
even though many barriers are systems based and require systems-based solutions, improving the 
educational opportunities in mental health for nurses and clinicians might ease some of the 
barriers faced by mental health patients in the ED. 
The majority of participants in the current study believed that their clinical placements in 
mental health had not prepared them for caring for mental health patients in the ED. Only a small 
number had any previous work experience related to caring for patients with mental health 
concerns. Tyerman (2014) argued that ED nurses needed to maintain their ED nurse 
competencies related to psychiatric care because they could potentially be spending longer 
periods of time caring for mental health patients in the ED because of the lack of inpatient beds. 
The majority of participants reported they had been offered no additional education in mental 
health while working in the ED, and they welcomed opportunities to learn more about mental 
health and illness. 
The results of the study highlighted the need for changes in the ED environment to ensure 
the optimal care of patients with mental health concerns. The participants recommended several 
physical changes: more safety rooms and private spaces, more beds, a separate area in the ED for 
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mental health patients, a police presence in the ED, a separate triage for mental health patients, 
and the holding of two beds for the direct admissions of children under the age of 16 years. As 
previously mentioned in the literature, these changes would require systems-based solutions 
(Weiland et al., 2011). In addition to the physical changes recommended by the participants was 
the urgent need for education in therapeutic communication and deescalation strategies for 
security guards and mental health education for ED nurses. Weiland et al. (2011) asserted that 
the provision of mental health education for nurses and clinicians in the ED could remove some 
of the barriers to the care of mental health patients. Theme 2 is discussed next. 
Theme 2: Mental Health Patients in the ED 
The 12 ED nurses in the study were aware of the scope of issues that many of the 
individuals who attend to the ED in crisis may be experiencing: issues related to the use of 
alcohol and drugs, homelessness, and the lack of resources in the community. EDs are available 
continuously, and EDs often become the only entry point into the health care system for patients 
with mental health concerns, their caregivers, and community organizations (Clarke et al., 2014). 
Durbin et al. (2007) acknowledged that repeated use of the ED by individuals with mental illness 
can be disconcerting 15% to 20% of these persons return to the ED for mental health services 
within 30 days of initial assessment or admission.  
The nurses identified the use of alcohol and drugs as having a negative impact on the 
health and lives of individuals presenting to the ED and contributing to the complexity of caring 
for mental health patients. The results identified the increased availability of cheap and 
dangerous drugs, and the nurses stated that it was common for individuals to present to the ED 
completely psychotic after ingesting an unsafe combination of alcohol and drugs.  
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In 2018, Sawula et al. reported, “Over the last five years data from 2012-2016, the 
Thunder Bay District Heath Unit recorded that the crude rate of emergency department visits for 
opioid overdose remained almost double that of the Ontario rate” (p. 22).  
Sawula et al. (2018) also indicated: 
 The rate of opioid overdose had been increasing over time, and indicated that over the 
past 12 years, the crude rate of ED visits for opioid overdoses had increased from 32.9 
per 100,000 people in 2005 to 53.4 per 100,000 people in 2016. (p. 6)  
 Over the past 12 years, 220 deaths had been attributed to opioid overdose in the 
Thunder Bay District and the Thunder Bay District had higher crude rates of deaths from 
opioid overdose than Ontario. (p. 33)  
 
The results of the study also pointed to an increase in the number of individuals who 
presented to the ED making suicidal threats and self-harming while under the influence of 
alcohol and drugs. The early onset of harmful drinking and drug use in NWO was noted by Boak 
et al. (2013), who stated that one in six Ontario students in Grades 7 to 12 has reported engaging 
in dangerous or harmful drinking and one in six high school students has met the standard for 
problem drug use. Patt (2011) identified suicide as a tragic reality in many rural and remote 
communities in NWO. The rate of suicide in NWO recorded in 2005 by Statistics Canada for 
male individuals was double the rate of the rest of the province, and the rate for female 
individuals was 4 times the provincial average (as cited in Patt, 2011).  
Participants’ feelings ranged from empathy to frustration when involved in the care of 
individuals with mental health and addictions. Participants described using terms such as 
frequent flyer and HBD to denote individuals who struggled with mental illness and addiction 
and who presented repeatedly to the ED. They used the term drunkacidal to describe individuals 
who presented to the ED under the influence of a substance and threatening self- harm. The 
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participants acknowledged that receiving education in mental health would foster more 
compassion and empathy toward mental health patients.  
Participants also described feeling overwhelmed because their caseloads now included 
not only patients with mental health and addiction issues but also patients with medical concerns. 
The participants believed mental health and medical patients were different and needed to be 
treated differently from medical patients. One participant noted that because mental health 
patients had no physical issue to fix, the nurses better understood the needs of surgical patients. 
This participant acknowledged that because of the lack of training, they did not know what to say 
or what not to say to mental health patients. They were focused on patching people up and 
sending them on their way.  
These findings align with the staff attitudes toward mental health consumers investigated 
by Clarke et al. (2014), who subsequently identified four themes: Consumer perspectives of care 
were primarily negative, ED staff had a negative attitude and lacked confidence in working with 
patients with mental health presentations, the ED climate was not conducive to good mental 
health care, and educational initiatives designed to improve staff attitudes toward mental health 
consumers facilitated short-term improvement.  Clarke et al. supported further investigations to 
determine whether changes to ED staff attitudes after receiving education would be reflected in 
behavioural changes and practices and whether the changes would be longstanding.  
The focus of nursing research has been on the prevalence of stigma toward individuals 
with mental illness in the general medical setting. Nurses often hold negative attitudes of blame, 
fear, and hostility toward patients with mental illness, and their knowledge and skill deficits in 
mental health, education, and training contribute to their negative attitudes (Ross & Goldner, 
2009). These negative attitudes affect their ability to deliver competent and empathic care to this 
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patient population (Ross & Goldner, 2009). The findings taken from the current study suggest 
that the ED nurses had views about mental health and addiction that ranged from positive 
acceptance to frustration and blame. More positive attitudes toward mental health and addiction 
were based on familiarity, namely, if one had a family member with mental health and addiction 
issues. Frustration was engendered by the belief that patients were not doing enough to help 
themselves. One participant believed that no positive change had occurred and that people still 
did not understand that mental health and addiction are an illness, so they blamed the patients 
themselves.  
The study results reflected the literature. Allport (1954, as cited in Rogers & Kashima, 
1998) thought that “greater familiarity with people who have been or are mentally ill leads to 
more positive attitudes towards them” (p. 196).  
Ross and Goldner (2009) hypothesized: 
 Nurses would likely develop beyond early stereotypical attitudes, given their ongoing 
working contact with people with mental illness but this appeared not to be the case as 
the relationship between early socially learned stereotypes and practicing nurses’ 
subsequent beliefs about mental illness was far more complex than Allport’s theory 
described. (p. 3)  
 
The results showed that the lack of resources in the hospital and in community settings 
influenced the participants’ ability to provide optimal care to individuals with mental health and 
addiction issues. Adding to the complexity of caring for individuals with mental health and 
addiction issues was the impact of homelessness. Participants observed that the ED was always 
backed up in the winter, with people coming in looking for a place to stay. One participant 
described being distressed when they had to discharge people in the middle of the night. The 
participant also stated that there were not enough resources to help everyone. The Schizophrenia 
Society of Canada (2008) noted that a full continuum of care was required to meet the needs of 
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individuals with mental illness and to ensure that the appropriate services were being used for the 
right needs at the right time. The Society contended that until then, EDs would remain an 
overburdened core service. 
Two local community services praised by the participants were local crisis response 
service, which helped individuals with mental health and addiction issues to access services in 
the ED and, if possible, divert presentations to the ED by referring people to outpatient services, 
and the Street Outreach Service, which transported people to a safe place, but was available only 
from 2 p.m. to 2 a.m. The Schizophrenia Society of Ontario (2008) noted that community-based 
mental health services, or alternative crisis services, were insufficient and that many crisis 
response services did not operate 24 hours a day. The results also highlighted the limited number 
of beds at the local Detox. The participants described the Detox as a revolving door, and they 
believed that the resources were being used by people who were abusing the system. The 
participants mentioned that few options remained if people were barred from going to Detox and 
had little choice but to return to the ED. Participants admitted not being aware of all the mental 
health and addiction services in the hospital and community settings. One participant expressed 
that they were heavily dependent on the mental health team for this information.  
The results also found a significant need for enhanced resources for individuals with 
mental health and addiction issues. One participant envisioned a separate treatment facility for 
individuals with mental health and addiction issues, describing it as a rehab centre, everything 
under one roof, with coordinated care, and comprehensive discharge planning. The 
Schizophrenia Society of Ontario (2008) maintained that one of the factors leading to relapse and 
ensuring ED readmission for people with mental health issues was poor discharge planning. The 
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Society reported that approximately 40% of patients hospitalized for schizophrenia were 
readmitted within 1 year of discharge.  
Weiland et al. (2011) asserted that multiple barriers to the provision of care for patients 
presenting in the ED with mental illness existed. This finding aligned with the results of the 
current study indicating that the participants faced multiple barriers as they endeavoured to care 
for mental health patients. Participants described an increase in the number of individuals 
presenting to the ED with mental health and addictions issues, and the complexity of their care 
related to psychosis, suicidal threats, and self-harm. The participants reported increased demands 
on their time, attention, and abilities when having to care for both mental health and medical 
patients. Finally, the lack of resources in the hospital and community settings was viewed as 
having a negative influence on their ability to provide optimal care to mental health patients. 
Many negative influences impacted the care of mental health patients; however, the 
participants continued to feel optimistic about the positive benefits of education in mental health 
to enhance their skills and confidence in their ability to care for mental health patients. Crowley 
(2000) noted that even though there were numerous opportunities for ED staff to attend study 
days of a technical nature, opportunities to develop skills related to mental health and illness 
were absent. Clarke et al. (2014) highlighted “the need to understand ways that the attitudes of 
ED health professionals affected their clinical decision making in order to inform education and 
interventions as well as improve clinical practice in the ED” (p. 274). 
Results showed that the literature supported the participants’ beliefs that changes were 
necessary in the ED as well as the community to enhance the provision of care to mental health 
patients. The participants envisioned several changes: a separate facility for the treatment of 
individuals with mental health and addictions, more beds at Detox, and more options for 
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individuals seeking outpatient addiction treatment. The majority of the changes recommended by 
the participants were at the systems level, but Weiland et al. (2011) recommended other possible 
ED redesign solutions: use of a behavioural assessment room or an ED mental health facility 
(colocated to the ED) and ED-based mental health clinicians. Weiland et al. argued that the 
provision of educational opportunities in mental health to nurses and clinicians might alleviate 
some of the barriers to providing care to mental health patients in the ED. A discussion of Theme 
3 is next. 
Theme 3: Nurses in the ED in Moral Distress 
Although the participants did not refer specifically to moral distress, they shared feelings 
of hopelessness and demoralization because they believed that they were unable to care for 
mental health patients in ethically responsible ways. Corley (2002) remarked that the explicit 
goals of nursing are undeniably ethical and that when the goals to protect patients from harm, 
provide effective and competent care, and maintain a healing environment are blocked, nurses 
experience moral distress. The participants described the unpredictable environment in the ED, 
the acuity of mental health patients, and the lack of resources in the hospital and community 
settings as undermining their ability to provide care based on best practices to mental health 
patients. Crowley (2000) contended that conflicts existed between the idealized approach to the 
care of mental health patients in the ED and the current reality because of the layout of the ED, 
the status of technology, staff values, and staff members’ mental health knowledge. These factors 
impacted the culture within which mental health care was delivered (Crowley, 2000). 
Jameton (1993) distinguished “moral dilemmas-situations of not knowing what is the 
right thing to do-from what is experienced when one believes one knows how to act but is 
thwarted by constraints”(p. 177). The ED nurses described experiences that resulted in 
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moral/ethical dilemmas as well as moral distress. The nurses described experiences when they 
were conflicted about safe times to remove their patients’ restraints and ensure their rights and 
safety as well as the safety of other patients in the ED. Participants described situations in which 
they were not in control of their coworkers’ behaviours or decision making, where they felt 
constrained by the practices of coworkers, security guards, police, and physicians in the ED and 
this contributed to their moral distress. The participants faced constraints on a daily basis in the 
ED that hindered their ability to practice ethically. 
Results indicated that a source of distress for the participants was the observation of 
mental health patients in distress. The ED nurses experienced distress when they observed how 
admitted mental health patients shut down because of the environment in ED and how 
dehumanizing it was for mental health patients to have all of their clothing removed and 
belongings taken away. Participants experienced moral/ethical dilemmas when they had to 
administer physical and chemical restraints and believed they were at risk of retraumatizing 
mental health patients when restraints were necessary. Participants worried that their 
involvement in the restraint of mental health patients would negatively impact nurse-patient 
engagement and the potential to build therapeutic relationships. Tyerman (2014) noted that 
nurses in the ED reported that they lacked psychiatric knowledge related to assessment skills, 
theory, and least restraint interventions, all of which impacted their ability to provide care to 
patients with mental health concerns. 
According to Crowley (2000), ED staff believed that because they did not have adequate 
psychiatric training, they doubted whether they could make a difference in the quality of care 
provided to mental health patients. Multiple studies found in the review of the literature indicated 
that the lack of staff training and education in mental health contributed to negative staff 
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attitudes and impaired the ability of ED staff to provide empathic care to mental health patients. 
These results were comparable to the experiences of the participants in the study who doubted 
they could provide effective care to mental health patients because of their knowledge deficit in 
mental health and illness. Plant and White (2013) believed that to empower nurses, it was 
important to involve them in the decision-making process regarding education and training. 
Participants in the study recommended more education and training on deescalation strategies, 
therapeutic communication, mental health resources in the community, a refresher on nonviolent 
crisis intervention, more support for staff, and more debriefings about mental health cases.   
Individuals with mental illness who present to the ED seeking medical or psychiatric care 
routinely experience stigma (Ross & Goldner, 2009). Clarke et al. (2014) indicated that the 
consumers whom they studied viewed their experiences in the ED as primarily negative because 
they felt punished for engaging in self-harming and suicidal behaviours, and embarrassed and 
disrespected because of the lack of privacy and confidentiality. Conversely, the participants in 
the study described being exposed to the possibility of emotional and physical violence on a 
daily basis that contributed to their feeling overwhelmed, anxious, and scared. Researchers have 
identified staff fear and anger resulting from the potential for aggressive or bizarre behaviour 
(Kerrison & Chapman, 2007; Pich et al., 2011), combined with the tension created by the 
revolving-door nature of many presentations, and the limited feedback and follow-up 
information about mental health patients, all contributing to a sense of hopelessness and a “why 
bother” attitude (Anderson et al., 2003; Hadfield et al., 2009; McElroy & Sheppard, 1999). 
Tyerman (2014) asserted that when ED staff have negative attitudes and perceptions of 
mental health patients, patient care and safety may be compromised because of the nurses’ 
anxiety, fear, stigma, and avoidance. Stigma and discrimination toward individuals with mental 
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illness are significant problems in nursing, and there is considerable room for improvement in 
the provision of empathetic and competent nursing care of individuals with mental illness (Ross 
& Goldner, 2009).  
Contrary to the literature, the participants in the study demonstrated in multiple ways 
their care and concern for mental health patients and their distress about the treatment of mental 
health patients in the ED. The participants worried about mental health patients being discharged 
in the middle of the night with too few resources or mental health patients being discharged 
directly from the ED. Participants questioned, “What did we actually do for them?”  
ED nurses’ concern and empathy for mental health patients aligned with Watson’s (2006) 
caritas processes, which highlighted the connection between caring and love and human 
processes. Watson (2002) described the steps for cultivating an intentional caring-healing 
practice as mindfulness, gratitude, and the establishment of intentions; acceptance; forgiveness; 
and the offering of authentic presence. Nurses in the ED endeavoured to care for mental health 
patients in ways that were reflective of Watson’s (2006) caring modality in an environment 
where multiple barriers impacted the care of mental health patients.     
Participants were aware that they lacked the time to get through to someone in a 
depressed or a psychotic state, and they were cognizant of retraumatizing mental health patients 
when the use of restraints became necessary. Participants felt confused and conflicted about what 
to do when they had to balance patients’ rights and safety. The cumulative effects of an 
unpredictable environment, issues with security, unsafe areas in the ED, the potential for 
violence, the acuity of mental health patients, and the moral/ethical dilemmas that they faced 
daily contributed to their feelings of hopelessness and demoralization.  
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The participants were motivated to improve the care that they provided to metal health 
patients. They wanted to make a difference in the lives of mental health patients, and they 
wanted to provide care based on best practices to mental health patients. The participants 
welcomed education in mental health and addiction, along with information about resources in 
the community. The findings aligned with the literature. Clarke et al. (2007) stated that “the 
central theme must always be safe, respectful and holistic care that recognizes each client as a 
worthwhile individual with complex medical and mental health needs” (p. 131). 
The primary support for nurses in the ED were their coworkers. Most of the  participants 
shared that they would connect with resources in the hospital setting: mental health nurses, 
management team in the ED, counselling services, and occupational health, however, some 
participants disclosed feeling alone and unsupported, and they could not identify any supports, 
One participant said that even though they were expected to take care of the most fragile people, 
they were not taking care of themselves.  
Pauly et al. (2009) recommended more research on the process of moral distress and 
strategies for enriching the ethical climates of the nursing workplace. Participants requested 
more debriefings about mental health cases to support their decision making and the ethical care 
of mental health patients. Tyerman (2014), for example, suggested that the practice of 
debriefings following critical incidents in the ED minimized the potential for negative outcomes 
for patients and nurses involved in such incidents.  
Hope for the future was embedded in the changes that the participants wished to see in 
the ED: more screening and training of security guards to work with mental health patients, 
education in mental health for ED nurses, a police presence in the ED, a separate area in the ED 
for mental health, a private triage for mental health, the holding of two beds for the direct 
99 
 
admission of children under the age of 16 years, or a separate facility focused on treating mental 
health and addiction. A review of the literature (Clarke et al., 2014: Crowley, 2000; Tyerman, 
2014; Plant & White, 2013: Weiland et al., 2011; Zeller, 2010; Zeller et al., 2013) indicated 
support of the participants’ requests for more education in mental health for ED nurses and a 
different model of care for mental health patients in the ED.   
 All participants hoped that by sharing their experiences, the care of mental health patients 
in the ED would improve. Tyerman (2014) indicated that even though ED nurses wanted to 
provide the best care possible for mental health patients, those seeking treatment for mental 
health concerns posed major challenges at the individual and organizational levels. Weiland et al. 
(2011) recognized that optimal ED-based care of individuals with mental illness continues to be 
hindered by a dominant service model focused on acute physical illness and injury. 
Strengths and Limitations 
 Creswell (2007) shared that qualitative research is conducted when a detailed 
understanding of an issue is required and can only be discovered by allowing people to tell their 
stories unhindered by what a researcher expects to find or has read in the literature. The rich data 
obtained from the participants’ narratives of caring for patients with mental health concerns in 
the ED enhances current understanding of their experiences and heightens awareness of the 
needs of ED nurses and mental health patients. 
The findings will add to nursing’s substantive body of knowledge because few other 
Ontario studies were found on the lived experiences of ED nurses caring for patients with mental 
health concerns. Carpenter (2011b) believed that to investigate phenomena significant to nursing, 
researchers must study the lived experiences presented in the everyday world of nursing practice. 
Carpenter also maintained that the human experience is foundational to nursing and 
100 
 
understanding the ways that human beings experience phenomena is important to nursing 
practice and phenomenological investigations.  
Twelve male and female participants volunteered to join the study. The participants’ ages 
and life experience contributed to their unique perspectives and facilitated multiple glimpses into 
the reality of ED nurses who care for patients with mental health concerns. Further analysis of 
the data lead to the development of three themes and supporting subthemes. Guba and Lincoln 
(1989) as well as Hazelton and Farrell (1998) noted that the use of qualitative techniques where 
there has been little prior research has the advantage of being able to uncover issues of 
importance. The findings from the study are relatable as essential human experiences and 
increase awareness and understanding of the lived experience of ED nurses who care for patients 
with mental health concerns. The findings have the potential to inform nurses and influence the 
delivery of care by nurses in the ED in general and to patients with mental health concerns in 
particular.  
This study had several limitations. All 12 participants worked in one urban hospital ED in 
Ontario, so the results may not be generalizable to all health care environments, thus limiting the 
transferability of the results to other professions or settings. Some self-selection bias might have 
occurred, meaning that some nurses with more of an interest in mental health may have been 
more inclined to participate. These factors limited the generalizability of the results.  
At the time of the study, the researcher worked in the ED as a mental health nurse and 
was known to the participants. van Manen (2016) contended that because it is not possible to 
bracket and completely remove all influence of personal experience, researchers should reveal 
their knowledge, beliefs, and thoughts of the phenomena being investigated to make an effort to 
hold these aspects in abeyance as much as possible. The researcher made explicit any personal 
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beliefs and assumptions of the phenomenon under study and kept a journal to reflect on her 
thoughts and experiences throughout the research process.  
Implications for Nursing Education, Research, and Administration 
 The findings, along with the implications for nursing education, research, and 
administration, have the potential to contribute to nursing’s substantive body of knowledge and 
enhance the delivery of mental health services at the individual and organizational levels. The 
findings suggest that education in mental health for security guards and ED nurses is needed to 
reduce stigma and improve compassion and empathy toward mental health patients. The 
participants agreed that the screening, training, and education of security guards are essential 
because the behaviour of the security guards regarding the treatment of mental health patients 
was perceived as a concern.  
 The participants believed that their clinical placements in mental health did not prepare 
them to care for mental health patients in the ED. This finding was consistent with the current 
literature. CASN (2014) reported that clinical placements in mental health/mental health nursing 
occur mainly in community settings where exposure to individuals experiencing acute mental 
health crises is limited and hinders any opportunity for nursing students to gain skills in 
assessment and interventions. Of interest to future researchers may be Clinton and Hazelton’s 
(2000) contention that few nursing students are enrolled in extended rotations in mental health 
nursing possibly because of the lack of positive mental health experiences in their undergraduate 
years. Tyerman (2014), who clarified that undergraduate nursing programs are tasked with 
providing essential theoretical knowledge and clinical practice in mental health nursing, 
proposed evaluating current Canadian nursing programs to understand the status of mental health 
nursing within nursing curricula. Tyerman believed that the accreditation process is one way to  
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ensure that nursing students receive thorough psychiatric nursing theory across the curriculum 
and experience diverse psychiatric clinical placements.   
 The ED nurses lacked skills and mental health knowledge that affected their self- 
confidence and efficacy in caring for mental health patients in the ED. The participants 
acknowledged that they had received no additional training or education in mental health while 
working in the ED. This finding was similar to Plant and White’s (2013) assertion that “regular 
and continuing education and training was needed in: crisis intervention, managing behavioural 
emergencies, improving triage assessments skills, and improving current standards of care for 
treating mental health patients with mental illness” (p. 247).  
 Tyerman (2014) clarified that ED nurses are not mental health clinicians and are not 
expected to provide all psychiatric care. However, the ED nurses must maintain proficiency in 
skills such as deescalation, risk assessment, and mental status exam to be able to provide the 
initial interventions for individuals with mental health concerns. Tyerman also indicated that ED 
staff need to maintain competencies related to psychiatric care to ensure the safe and competent 
care of mental health patients.  
 The CNA’s (2008) Emergency Nurses Certification holds eight core competencies in 
mental health of the 180 competencies for nursing care in the ED relevant to subjective mental 
health assessment, and objective mental status exams, along with risk evaluations and the 
nursing interventions associated with each of these assessments. However, the CNA’s ED 
certification is not a required credential for nurses to work in the ED, so expertise in the 
competencies is not tracked or evaluated.  
 The literature review highlighted the need for further research on the impact of education 
on the stigmatizing behaviours and care practices of ED nurses toward mental health patients. 
103 
 
Clarke et al. (2014) supported more investigations to determine whether changes to ED staff 
attitudes after receiving education would be reflected in behavioural changes and practices and 
whether the changes would be longstanding. ED nurses would benefit from completing a 
learning needs assessment to identify their current strengths and weaknesses in mental health so 
that education in mental health could be tailored to meet their specific needs. Tyerman (2014) 
stated that competent emergency care goes beyond the mental health/mental status assessment, 
and Summers and Happell (2003) noted that continuing education programs for ED nurses had 
been recommended across the literature. Summers and Happell emphasized that education would 
improve nurses’ professionalism by enriching their understanding of patients and improving 
patient outcomes. 
 Results also indicated that physical changes to the environment in the ED and the 
enhancement of mental health resources in the hospital and community settings would have a 
positive impact on the experiences of ED nurses and the care of mental health patients. The 
literature reflected the concerns of the participants in this study, with Tyerman (2014) supporting 
the evaluation of the current structure of EDs to see if improvements could be made to address 
and enhance care, provide safety, and ensure confidentiality.  
 The findings in this study suggest that changes should include the redesign of the ED 
environment. Three models of care were highlighted by Zeller (2010) and Zeller et al. (2013). 
Zeller et al. (2013) recommended a stand-alone PES as an appropriate model of care when the 
numbers of behavioural emergencies are elevated and growing. Zeller contended that PES may 
be cost effective by decreasing the need for inpatient beds and alleviating the pressure on 
overcrowded EDs. The findings suggest that the PES model of care reflects the changes that the 
participants envisioned for the ED. Results indicated that mental health resources for individuals 
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with mental health and addiction issues are needed in the ED and community settings. Weiland 
et al. (2011) maintained that addressing systems and organizational changes would require 
funding for infrastructure as well as a meaningful attitude shift of policymakers, government 
funding bodies, and clinicians themselves.  
 Urbanoski et al. (2008) asserted, “Persons with co-occurring disorders still had 
approximately three times the odds of reporting unmet need relative to those with either type of 
the disorder alone” (p. 287). Individuals with mental health and addiction issues are presenting in 
the ED in increasing numbers, and the participants described the situation as a revolving door 
between the ED and Detox that did not address patients’ needs adequately. Urbanoski et al. 
supported more research on consumers’ perspectives of unmet needs.  
 The participants also discussed the moral/ethical dilemmas that they encountered on a 
daily basis in the ED that undermined their ability to provide optimal care to mental health 
patients. The participants described experiencing feelings of hopelessness and demoralization 
because they were unable to provide care based on best practices to mental health patients. 
Austin et al. (2003, 2005) and Kalvemark et al. (2004) asserted that the lack of resources as well 
as the economic and political structures in health care were linked to moral distress.  
 The participants identified occupational health and the management in the ED as positive 
resources, and they welcomed debriefings about mental health cases to support their decision 
making and the ethical care of mental health patients. Pauly et al. (2009) pointed out that more 
research is needed to address the extent to which organizational factors are contributing to moral 
distress. Researchers such as Corley et al. (2005) and Hart (2005) have determined that nurses 
leave their positions because of moral distress, highlighting the need to investigate the 
relationships among moral distress, ethical climate, recruitment and retention. 
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 Weiland et al. (2011) noted previously that systems and organizational changes required 
funding for infrastructure and a meaningful attitude shift of policymakers, government funding 
bodies, and clinicians themselves. The literature identified the involvement of administration as 
facilitating the changes necessary to improve the experiences of ED nurses and the care of 
mental health patients in the ED. 
Conclusion 
 van Manen (2016) remarked, “When someone has related a valuable experience to me 
then I have indeed gained something, even though the thing gained is not a quantifiable entity” 
(p. 53). Participants shared their valuable experiences to answer the research question: What are 
the lived experiences of nurses in the emergency department caring for patients with mental 
health concerns? Three major themes emerged from the analysis of the data: environment in the 
ED, mental health patients in the ED, and nurses in the ED in moral distress. The three major 
themes reflected the lived experiences of 12 ED nurses who care for patients with mental health 
concerns.  
 The participants were exposed to an unsettling reality in the ED. This reality became 
overt because the participants were allowed to tell their stories unhindered by what the researcher 
might have expected to find or might have read in the literature (Creswell, 2007). The findings 
invited further discussion and more research questions on ways best to support ED nurses and 
mental health patients presenting to the ED. Two possible questions for future research might be 
the following: What actions undertaken in the ED would lead to improvements in mental health 
services at the individual and organizational levels? and How would these actions impact the 
experiences of ED nurses and the care of patients with mental health concerns?  
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 Austin et al. (2003) asserted that “nurses profess to the public that they are prepared to 
take on certain responsibilities in safe, competent and ethical ways” (p. 182). The trust accredited 
to health disciplines by society must be reciprocal. The resources necessary for focused, 
competent, and ethical practice have to be available if nurses and others are to fulfill their 
professional commitments (Austin et al., 2003). 
All 12 participants were genuinely committed to caring for patients with mental health 
concerns. By sharing their experiences, they hoped that the care of mental health patients would 
improve. As this researcher reviewed the taped responses to the interview questions, the urgency 
in the participants’ voices could not be ignored. One participant mentioned that something 
needed to change and that things could not go on like this. van Manen (2002) contended that 
what individuals can put into words by naming their experience can then bring to a better 
awareness that they are better able to act upon.  
The findings obtained from this study of the lived experiences of ED nurses who care for 
patients with mental health concerns have the potential to be shared with a larger audience. It is 
hoped that this study will contribute to the development of more research questions and 
investigations by building on the valuable experiences of ED nurses who care for patients with 
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Appendix A: Letter of Invitation 
Lived Experiences of Emergency Department Nurses in Caring  
     for Patients With Mental Health Concerns 
 
Dear Potential Participant, 
 
Learning about the lived experiences of emergency department nurses in caring for patients with 
mental health concerns can improve mental health service delivery in general and in the 
emergency department in particular. You have been identified as an emergency department nurse 
with at least six months experience in caring for patients with mental health concerns. Sharing 
your experiences by participating in this study will advance nursing knowledge and influence the 
delivery of nursing care by nurses in the emergency department and to patients in the emergency 
department with mental health concerns. 
 
My name is Sandra MacLean and I am the researcher who will be doing this study. I am a 
registered nurse with the [name redacted] and a student in the Master of Psychiatric Nursing 
Program through the Faculty of Graduate Studies at Brandon University. My supervisor is 
Professor Jane Karpa. The information gathered in this study will be published in my graduate 
thesis and will be shared beyond the thesis project with written publications, presentations, and 
other methods of dissemination to mental health colleagues and those interested in mental health 
services. 
 
While there are no direct benefits to participants involved in this project, this research is 
expected to benefit society by bringing into focus any barriers nurses face while providing 
emergent care for patients with mental health concerns. This has the potential to inform future 
strategies to improve mental health care provider well-being, with a foreseeable long-term goal 
of more positive and meaningful interactions between patients with mental health concerns and 
nurses in the ER.  
 
If you agree to participate, you will attend a one-on-one interview with me about your 
experiences as an emergency department nurse caring for patients with mental health concerns. 
We will meet at a time and place that is agreeable for you. Our conversation will take one to two 
hours. The interview will be audio recorded and then transcribed. I will be the only person aware 
of your identity, and your confidentiality will be maintained through the use of a participant 
identification number. The document linking your name with your identification number will be 
kept separate from all other documents. The transcriptionist only sees your participant 
identification number without any personal identifiers.  
 
All information recorded in all notes, electronic data and  transcription files will be stored in a 
password protected file and will be kept confidential and accessed only by the researcher Sandra 
MacLean, the transcriptionist and supervisor Professor Jane Karpa at her office at Brandon 





491 Portage Avenue.  All data will be stored on a secure flashdrive and in paper form for a 
minimum of five years in a locked filing cabinet in the home of researcher Sandra MacLean and  
accessible only by Sandra MacLean. Your data will be combined with that of other participants 
and your name or any other identifying information will not be included in any publications. 
When the study is complete, I would be happy to share the findings with you. I will email you a 
link to my thesis once it is complete.  
 
Participation in this study is voluntary. You may refuse to answer any questions and are free to 
withdraw from the study at any time prior to thesis publication. 
 
We do not anticipate any significant risks with this project; however should you feel any distress 
as a result of participation I will connect you with available resources for Employee Assistance 
Program (EAP) and Crisis Response (CRS). Should you have any interest in or questions about 
participating in the study, please contact me directly to discuss this project. The person, who 
gave you this invitation, will not know whether or not you decided to participate. I can be 
reached at (xxx) xxx-xxxx or xxxxxxx.xxx. You may also speak with my supervisor, Professor 
Jane Karpa x (xxx) xxx-xxxx ext xxx or at xxxxxxxxxxxx.xx 
 
Ethics approvals have been received from both Brandon University and Lakehead University. 
This research study has been reviewed and approved by the Lakehead University Research 
Ethics Board. If you have any questions related to the ethics of this research and would like to 
speak with someone outside of the research team, please contact Sue Wright at the Lakehead 
University Research Ethics Board at (807) 343-8283 or research@lakeheadu.ca. For questions 
regarding ethics you may also contact the Brandon University Research Ethics Committee 
(BUREC) at (204) 727-9712 or by email at burec@brandonu.ca 
 
Sincerely, Sandra MacLean RN  
Master of Psychiatric Nursing Student,  
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Appendix C: Consent Form 
Lived Experiences of Emergency Department Nurses in Caring  
     for Patients With Mental Health Concerns 
 
Dear Potential Participant: 
You are invited to participate in a research study to share your experiences as an emergency 
department nurse caring for patients with mental health concerns. You have been identified as an 
emergency department nurse with at least six months experience in caring for patients with 
mental health concerns. Sharing your experiences by participating in this study will advance 
nursing knowledge and influence the delivery of nursing care by nurses in the emergency 
department and to patients in the emergency department with mental health concerns. 
 
Taking part in this study is voluntary. Before you decide whether or not you would like to take 
part in this study, please read this letter carefully and understand what is involved. After you 




The purpose of this qualitative study is to gain an understanding of the lived experiences of 
nurses in the ED who are caring for patients with mental health concerns. The phenomenological 
research approach will be used to gain an enhanced understanding of the lived experiences of 
emergency department nurses caring for patients with mental health concerns.  My name is 
Sandra Maclean and I am the researcher who will be doing this study. I am a registered nurse 
with the [Name redacted] and a student in the Master Psychiatric Nursing Program through the 
faculty of Graduate Studies at Brandon University. My supervisor is Professor Jane Karpa.  
 
WHAT INFORMATION WILL BE COLLECTED? 
 
The information gathered in this study will be published in my graduate thesis and will be shared 
beyond the thesis project with written publications, presentations, and other methods of 
dissemination to mental health colleagues and those interested in mental health services.    
 
WHAT IS REQUESTED OF ME AS A PARTICIPANT? 
 
Should you choose to participate you will be asked to share your experience of caring for 
patients with mental health concerns during a semistructured interview where the conversation 
will be expected to take one to two hours. You will not be reimbursed for your participation and 
the interviews will not be held during your work time. The interviews will take place in a private 







community. We are hoping to recruit 6-8 nurses who work in the emergency 
department at [Name of hospital redacted].   
 
WHAT ARE MY RIGHTS AS A PARTICIPANT? 
 
Your decision to participate is voluntary. You can refuse to answer any question at any time and 
are free to withdraw at anytime up until publication by contacting Sandra MacLean at (xxx) xxx-
xxxx or at xxxxxxxxxxxx.xxx. Your decision to participate or not in the study will not affect 
your employment status or relationship with [Name of hospital redacted].  No coercion or other 
forms of persuasion will occur to solicit your participation and there is no potential or perceived 
conflict of interest on the part of the researcher. Agreeing to participate in this study does not 
waive your rights to legal recourse in the event of research-related harm, nor does your 
agreement to participate release the researcher of the involved institution from their legal and 
professional responsibilities. Your continuing participation should be as informed as your initial 
consent, so feel free to ask for clarification or new information at any time by contacting me, 
Sandra Maclean directly at (xxx) xxx-xxxx or at xxxxxxxx.xxx. You may also speak with my 
supervisor, Professor Jane Karpa at x xxx-xxx-xxxx ext xxx or her email xxxxxxxxxxxx.xx. This 
research study has been approved by the Lakehead University Research Ethics Board and 
Brandon University Research Ethics Committee (BUREC).  
 
WHAT ARE THE RISKS AND BENEFITS? 
 
While there are no direct benefits to participants involved in this project, this research is 
expected to benefit society by bringing into focus any barriers nurses face while providing 
emergent care for patients presenting with mental health concerns. We do not anticipate any 
significant risks with this project however should you feel any distress as a result of participation 
the researcher will connect you with available resources for Employee Assistance Program 
(EAP) and Crisis Response (CRS).  
 
HOW WILL MY CONFIDENTIALITY BE MAINTAINED? 
 
All data collected from you will be deidentified by assigning you a participant identification 
number. You will not be identified in any publications. The information collected will be 
published in my thesis and no identifiable information about you will be published; only grouped 
data will be used in any publication. As the researcher, Sandra MacLean will be the only person 
who will know your identity and will keep the document linking your name with your 
identification number separate from all other documents in a password protected file. The 
transcriptionist and supervisor Professor Jane Karpa will only see your identification number. 
The researcher may quote your words, but your name and any other identifying information will 
not be shared at any point. The interview will be audio recorded and transcribed by a 
transcriptionist. If you are not comfortable with your interview bring audio taped, please inform 
the researcher Sandra MacLean of this and you will not be enrolled in the study. The 
transcriptionist will sign a confidentiality agreement prior to receiving any data collected from 
your interview. The transcriptionist takes the conversation from the audio recording and writes in 






WHAT WILL MY DATA BE USED FOR: 
 
The information may also be used beyond the thesis project to write papers in scientific journals, 
presentations at conferences, workshops or other methods to be shared with mental health 
colleagues.  
 
WHERE WILL MY DATA BE STORED? 
 
The information recorded in all notes and electronic data and the transcription files will be stored 
in a password protected file, and will be kept confidential and accessed only by the researcher 
Sandra MacLean, transcriptionist and supervisor Professor Jane Karpa, at her office at Brandon 
University, Faculty of Health Studies Department of Psychiatric Nursing Winnipeg Campus at 
491 Portage Avenue. All data will be stored on a secure flashdrive and in paper form for a 
minimum of five years in a locked filing cabinet in the home of researcher Sandra MacLean and 
accessible only by Sandra MacLean.  
 
HOW CAN I RECEIVE A COPY OF THE RESEARCH RESULTS? 
 
You will not be identified in any publications. The information collected will be published in my 
thesis and no identifiable information about you will be published; only grouped data will be 
used in any publication. If you wish I will share results with you at the conclusion of the study. I 
will email you a link to my thesis when it is completed. The information may be used beyond the  
thesis project to write papers in scientific journals, presentations at conferences, workshops or 
other methods to be shared with mental health colleagues. 
 
WHAT IF I WANT TO WITHDRAW FROM THE STUDY? 
 
Your decision to participate is voluntary. You can refuse to answer any question at any time and 
are free to withdraw at anytime up until publication by contacting Sandra MacLean at (xxx) xxx-
xxxx or at xxxxxxx.xxx. 
 
RESEARCHER CONTACT INFORMATION: 
 
Do not hesitate to ask any questions about the study before, during or upon completion of your 
participation. No coercion or other forms of persuasion will occur to solicit your participation 
and there is no potential or perceived conflict of interest on the part of the researcher. If you have 
any questions concerning your participation you may contact me, Sandra MacLean directly at 
(xxx) xxx-xxxx or at xxxxxxx.xxx. You may also speak with my supervisor, Professor Jane 
Karpa at x xxx-xxx-xxxx ext xxx or at xxxxxxxxxxxx.xx 
 
RESEARCH ETHICS BOARD REVIEW AND APPROVAL: 
This research study has been reviewed and approved by the Lakehead University Research 







speak to someone outside of the research team, please contact Sue Wright at the Lakehead 
University Research Ethics Board at (807) 343-8283 or research@lakeheadu.ca. For questions 
regarding ethics you may also contact the Brandon University Research Ethics Committee 




I agree to the following: 
✓ I have read and understand the information contained in the Information Letter 
✓ I agree to participate 
✓ I understand the risks and benefits to the study 
✓ That I am a volunteer and can withdraw from the study at any time and may choose not to 
answer any question 
✓ That the data will be securely stored at [provide location] for a minimum period of 5 
years following completion of the research project 
✓ I understand that the research findings will be made available to me upon request 
✓ I will remain anonymous  
✓ All of my questions have been answered 
 
By consenting to participate, I have not waived any rights to legal recourse in the event of 
research-related harm. 
 
I acknowledge that I have read and understand the Letter of Invitation and the Informed Consent 
Form for this study. I understand that my interview will be audio-taped to be transcribed 
afterward and have no questions or concerns about this. My signature indicates I have had all 
questions about the study answered and agree to participate.  
 
 I consent to having my interview audio-taped. 
 I do not consent to having my interview audio-taped. *If you select this box you will not be 
enrolled in the study and we thank you for your time. 
 
















Appendix D: Interview Guide 
Lived Experiences of Emergency Department Nurses in Caring  
     for Patients With Mental Health Concerns 
 
The hermeneutic phenomenological approach was used to investigate through extensive 
interviewing, writing and rewriting of the experiences of ED nurses caring for patients with 
mental health concerns. The researcher will use open-ended questions in semi-structured 
interviews to give the participants the opportunity to express fully their lived experience of the 
phenomenon. Participants will be made aware that they are not to identify any patient 
information or any information about co workers or the organization, as this information will be 
eliminated from the data. Open ended questions such as the following facilitate this process; 
more focused questions are included to promote further sharing of experiences. The structure of 
the interview will depend on the flow and direction of the conversation as participants share their 
experiences. Therefore the suggested questions serve as a guideline, adapted for the specific 
interview when appropriate. 
 
Demographic questions will include:   
How many years have you been in your profession? What is your educational preparation in 
health care? Specific to working in the ER? How long have you worked in the ER? What is your 
age? 
 
Research questions related to the topic will include: 
What is your role as an emergency department nurse related to caring for patients with mental 
health concerns? What mental health concerns do you frequently encounter? Tell me about your 
experience in providing care to patients with mental health concerns? How do you address these 
concerns? Tell me about a situation that went well? What other comments about caring for 







Appendix E: Confidentiality Agreement 
 
Lived Experiences of Emergency Department Nurses in Caring  
     for Patients With Mental Health Concerns 
 
I, _____________________________________transcriptionist agree to maintain complete 
confidentiality in regards to any and all audiotapes, transcription files, and notes received from Sandra 
MacLean related to her study on Lived Experiences of Nurses in the Emergency Department Caring for 
Patients with Mental Health Concerns.  
 
As a transcriber of this research, I understand that I will be hearing recordings of confidential interviews. 
The information on these recordings has been revealed by interviewees who agreed to participate in 
this research on the condition that their interviews would remain strictly confidential. I understand I 
have a responsibility to honor this confidentiality agreement.  
Furthermore, I agree: 
1. To keep the research information shared with me confidential by not discussing or 
sharing the content of the interviews in any form or format (audiotapes, transcription 
files, notes) with anyone other than the Researcher.   
2. To keep all research information in any form or format (audiotapes, transcription 
files, notes) secure while in my possession. 
3. To not make any copies of any audio-recordings, transcribed interviews, unless 
requested to do so by the researcher Sandra MacLean.  
4. To return all audio tapes and research-related materials to Sandra MacLean in a 
complete and timely manner.  
5. To delete all electronic files containing study-related documents from my computer 
hard drive and any back up devices.  
Transcriber:  
____________________________________________________________________________________ 












Appendix F: Ethics Certification 
Lived Experiences of Emergency Department Nurses in Caring  










Appendix G: Poster 
 
Lived Experiences of Emergency Department Nurses in Caring  






Appendix H: Recruitment Email From ED Manager to ED Nurses  
 
Lived Experiences of Emergency Department Nurses in Caring  
     for Patients With Mental Health Concerns 
 
Good Afternoon 
Please be advised that a research study is being conducted with the hospital. Your decision to 
participate in this study will not affect your employment or relationship with [Name of hospital 
redacted] and I will not be made aware of your decision to participate. If you are interested in this 
research opportunity please see the attached letter of invitation (Appendix A) or contact Sandra 
MacLean at xxx@xxx.xxx  
 
 
